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The importance of being familiar with the harmful 
effects of radiant energy on the eye is self evident. 
This is a radiation age in which portions of the electro- 
magnetic spectrum and atomic corpuscles of tremendous 
potentialities are being isolated and utilized on an 
increasingly large scale. 

The eye is physiologically attuned to receive one 
hand of the electromagnetic spectrum, the so-called 
visible rays, and it appears to be unusually susceptible to 
the damaging influence of other bands. Indeed, with 
the exception of radio waves on the one end of the 
spectrum and cosmic rays on the other, there is no type 
of radiation which has not at some time induced an 
ocular lesion. It is the purpose of this presentation to 
(a) define the types of radiation (spectrum) and to 
indicate the more common sources which have given 
rise to ocular lesions, () discuss the transmission 
and absorption of radiant energy in the ocular media 
and (c¢) describe the clinical characteristics of the 
lesions in the eye caused by the various types of radiant 
energy. The accompanying figure has been prepared 
for purposes of orientation and reference. Omitted 
from present consideration are the physiologic effects of 
radiant energy on the eye and the histopathology of the 
ocular lesions. 

A, SPECTRUM 

Radiant energy may be divided into two types. 
1. There is the electromagnetic radiation represented 
as waves of energy varying in length from hundreds of 
meters on the long end of the spectrum (radio waves) 
_ to thousandths of a millimicron on the short end of the 
spectrum (cosmic rays). The arbitrary division of this 
spectrum into nominal bands (radio, diathermy, infra- 
red, visible, ultraviolet, grenz rays, roentgen rays, 
gamma rays and cosmic rays) has a partly physical 
and partly physiologic basis and should not conceal the 
fact that there is considerable overlapping of one band 
with another. 2. Then there is corpuscular radiation 
consisting of subatomic particles, the most noteworthy 
of which for present purposes are the electrons (vari- 
ously called beta rays and cathode rays, depending on 
their source) and the neutrons. Insofar as these cor- 
puscles have biologic effects similar to those of certain 
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parts of the electromagnetic spectrum, they may be 
considered the corpuscular counterparts of the corre- 
sponding electromagnetic bands and have been so 
recorded in the accompanying nomogram. 

From a practical point of view the following sources 
of radiation are the more common. The radio and 
diathermy waves result from spontaneous electric dis- 
charges in nature (static) and from artificial oscillators 
in radio stations and diathermy machines. Despite the 
great increase of these in recent years, the amount of 
energy involved is so slight as to make any biologic 
effect unlikely except in the immediate vicinity of a 
transmitter.’ In some respects an electric current con- 
sisting of beamed movement of electrons is similar 
to the long end of the electromagnetic spectrum and 
may produce a biologic effect either through electrolysis 
in the tissue or production of heat in the tissue. The 
long infra-red radiation which has given rise to ocular 
lesions (cataracts) has been largely derived from open 
furnaces such as were formerly employed by profes- 
sional glass blowers and certain foundrymen (chain 
makers and the like) and those working in soaking 
pits. The short infra-red radiation which has been 
harmful to the eye (retinitis) has been partly from 
electric arcs but chiefly from the sun. Radiation with 
the visible rays may in sufficient dosage be similarly 
harmful to the retina. The common sources of harmful, 
or abiotic, ultraviolet radiation (keratoconjunctivitis ) 
are the welders’ arc and the quartz mercury vapor 
lamp. The sun is also a source of ultraviolet radia- 
tion, but the amount in the abiotic range filtering 
through the atmosphere is too slight to be harmful 
except under extraordinarily clear conditions or at 
high altitudes. The source of grenz rays is the low 
voltage roentgen ray tube (8 to 25 kilovolts). The 
potentially harmful electrons, which are the corpuscular 
counterparts of grenz rays, are called beta rays when 
derived from some radioactive substance such as radium 
and cathode rays when drawn off some incandescent fila- 
ment. The ordinary roentgen rays which are used for 
diagnostic and therapeutic purposes are derived from 
x-ray tubes with voltages of 100 to 1,000 kilovolts. The 
gamma rays are derived from disintegration of radio- 
active material such as radium, and, like the roentgen 
rays which they overlap, their hardness (the attribute 
which determines their penetrating ability) is propor- 
tional to their emission voltages. Neutrons, which are 
the corpuscular counterparts of gamma rays, are the 
uncharged portions of an atomic nucleus, released by 
the disintegration of the atom ; the most common source 
of neutrons at present is the cyclotron. Cosmic rays 


1. Salisbury, W. W.; Clark, J. W., and Hi H. M.: Exposure 
Microwaves, Electronics 22:66 (May) 1949. 


145 


146 


are derived from interstellar space, probably resulting 
also from atomic disintegration. The total energy 
involved in cosmic radiation is thought to be too slight 
to have any biologic effect under normal atmospheric 


conditions. 


IN THE 


B. TRANSMISSION AND ABSORPTION 
OCULAR MEDIA 

The apparent susceptibility of certain structures in 
the eye to the harmful effects of particular wave bands 
of radiant energy depends in part on the transmission 
of the overlying ocular media and in part on the specific 
absorption of those structures for those particular wave 
bands. Thus transmission and absorption are prime 
considerations in understanding the diversity of ocular 
lesions from radiant energy. 

The long radio-diathermy waves are transmitted 
through the eye readily without-appreciable absorption 
and therefore produce little biologic effect, but the short 
diathermy waves, those of the order of several centi- 
meters, induce heat effects in the eye with potentially 
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deleterious effect on the anterior segment of the eye.* 
Direct current passes through the eye, readily inducing 
electrolysis and possibly heat effects. Infra-red rays 
penetrate the transparent portions of the eye as they do 
a water phantom: * the relatively long rays (e. g., those 
longer than 2,000 millimicrons) are absorbed almost 
entirely by the cornea and aqueous humor, while the 
relatively short infra-red rays (in the vicinity of 1,000 
millimicrons) are readily transmitted to tne retina. 
Practically all the infra-red rays encountering the iris 
are absorbed by the pigment, and those which, having 
passed through the pupil, reach the retina are similarly 
absorbed by the pigmented epithelium. Visible rays, 
in contrast to the infra-red, penetrate the eye increas- 
ingly, the longer their wavelength. Of the visible rays 


2. (a) Aschkinass, E.: Ueber das Absorptionspectrum des fliissigen Was- 
sers und tiber die Durchlassigkeit der Augenmedia fiir rothe und ultrarothe 
Strahlen, Ann. Physik u. Chem. 55: 401 (May) 1895. (6) Hartridge, H., 
and Hill, A. V.: Transmission of Infra-Red Rays by the Media of the 
Eye and the Transmission of Radiant Energy by Crookes and Other 
Glasses, Proc. Roy. Soc., London, s. B. 89:58, 1915. (c) Erggelet, H., 
and Wimmer, M.: Ueber das ultrarote Absorptionsapehtram der Augen- 
medien und des Wassers, Ztschr. f. ophth. Optik: 16:97, 1928. 


RADIANT ENERGY AND THE EYE—COGAN 


The common sources of radiation include radio transmitters, diathermy machines (radio and diathermy 
electric arcs (ultraviolet), 
radioactive substances such as radium (gamma rays) and interstellar space (cosmic rays). 

is the name given to energized corpuscles inducing the same biologic effect as certain of the 
The wavelengths are all expressed in millimicrons, a unit commonly used for visible and paravisible radiations. 


trate the transparent media of the eye but also are brought to a focus on the back of the eye. 
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incident on the eye, 70 per cent of those in the long, 
or red, end (770 millimicrons) reach the retina, while 
only about 10 per cent of those in the short, or violet, 
end (400 millimicrons) reach the retina.* 

The transmission of ultraviolet radiation through the. 
eye decreases abruptly at about 400 millimicrons to be 
practically nil at 350 millimicrons.* Much of the absorp- 
tion of the longer ultraviolet rays (400 to 320 milli- 
crons) is due to the lens, but the shorter ultraviolet rays 
(320 millimicrons and less) are absorbed chiefly by the 
cornea, and most of them never reach the lens. Because 
of the specific absorption of nucleoprotein for wave 
lengths about 265 millimicrons, the curve for absorption 
by the corneal epithelium shows a “hump” correspond- 
ing to this wave band.’ The bearing of this specific 
absorption on the action spectrum of ultraviolet kera- 
titis will be discussed subsequently. 

The penetration of grenz rays into the eye has been 
measured on several occasions,® but quantitative data 
are not available for separate wave bands. Grenz rays 
(also called Bucky or infra-roentgen rays) are absorbed 
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It is noteworthy that the visual and to a less extent the infra-red rays not only pene- 
The penetration of ultraviolet rays varies greatly with 
dea areas. 


in the most anterior portions of the eye. About 90 per 
cent of the grenz rays incident on the eye are absorbed 
in the first millimeter of thickness, which means almost 
entirely by the cornea; but the shorter the wavelength 
(that is, the closer the grenz ray approaches the roent- 
gen ray) the more penetrating will it be. The pene- 
tration of beta and cathode rays is of the same order 
of magnitude as grenz rays, the amount of penetration 
depending on their potential of formation and _ the 
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amount of scattering before reaching the eye. Those 
having a potential of a few million volts, such as are 
derived from radium and some of the more powerful 
x-ray generators, are absorbed largely by the cornea 
and conjunctiva but may penetrate as deep as 1 cm. in 
tissue.’ 

The ordinary roentgen rays penetrate the eye more 
completely the higher the potential used in their produc- 
tion. With the potentials commonly employed in roent- 
gen treatment (100 to 200 kilovolts), 90 per cent of the 
energy incident on the anterior surface of the cornea 
may be expected to reach the retina. Gamma rays and 
cosmic rays, which have even higher potentials, pene- 
trate the eye even more efficiently. Neutrons corre- 
spond to gamma rays in their penetration, showing 
considerable variation dependent on _ their initial 
acceleration; they are transmitted much more effec- 
tively than such forms of corpuscular energy as elec- 
trons, alpha particles and protons, which are retarded 
by their electric charges. 


C. HARMFUL EFFECTS OF RADIANT ENERGY 
ON THE EYE 


Several comprehensive treatises on the harmful effects 
of radiant energy on the eye are available ® and many 
more on particular phases or tissues. The most exten- 
sive experimental investigation is that of Verhoeff and 
Bell on the ocular effects of infra-red, visible and ultra- 
violet radiations.’® It will be the aim of the subsequent 
presentation to discuss the effects of radiation as a 
function of the part of the eye affected and as a function 
of the particular wave band. 

In the first place several general phenomena may be 
mentioned. 1. Those wave bands which are absorbed 
readily may be expected to damage the superficial struc- 
tures such as the cornea and have little effect on the 
deeper structures such as the retina, while those bands 
which penetrate the entire eye may be expected to dam- 
age any or all the structures in the eye. 2. The various 
sources of radiant energy usually emit more than one 
wave band or type of radiation. This results not only 
in overlapping, as in the case of radio and diathermy 
or in the case of infra-red, visible and ultraviolet radia- 
tions, but also in the simultaneous emission of diverse 
forms of radiation as beta and gamma rays from radium. 
One might accordingly expect complex biologic effects 
from such sources of energy. 3. The period between 
the time of exposure and the resultant effect varies with 
both the wavelength and particular tissue. It is an 
empiric fact that the direct effect of radiations having 
the longer wavelengths (infra-red and possibly visible ) 
is a prompt reaction with no appreciable latent period, 
while the shorter rays result in reactions after latent 
periods somewhat in inverse proportion to their wave- 
length. Thus the latent period of ultraviolet radiation 
is a matter of hours, while that of roentgen rays or 
gamma rays is a matter of weeks or months. 4. The 
vulnerability of tissues to radiations having an appre- 
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ciable latent period may be expected to vary as a func- 
tion of their reparative potentialities. Thus tissues 
such as the lens which are assumed to have a slow rate 
of repair may be expected to be more vulnerable to 
repetitive irradiation than tissues which more com- 
pletely recover between the intervals of irradiation. 

In the subsequent consideration of the tissues of the 
eye, the effects will be arranged as far as possible 
seriatim according to the wavelengths. 


1. Eye As a Whole—tThere is little doubt that 
glaucoma may follow sufficient roentgen radiation of 
the eye. The glaucoma comes on several weeks after the 
radiation and usually in those eyes in which uveitis 
develops." However, no substantial series of cases has 
been reported, and the pathogenesis is obscure. 


2. Cornea.—As might be expected, the cornea (along 
with the conjunctiva) is selectively affected by the non- 
penetrating forms of radiation such as the long infra- 
red, the ultraviolet, the grenz and beta (or cathode) 
rays. It also participates with other ocular structures 
in being affected by some of the penetrating radiations 
such as roentgen and gamma rays. 

The infra-red effects on the cornea are simply thermal 
burns coming on immediately and resulting in an 
opacification of the cornea through coagulation of the 
protein. These burns may be caused by any source of 
heat such as the flash of an electric arc in the vicinity 
of the eye or contact with a hot fluid or body. Since the 
contact is usually momentary, the burn is seldom more 
than superficial as far as the cornea is concerned. 

The effects of ultraviolet radiation on the cornea have 
been studied at some length because of the common 
burns resulting from welders’ arcs (“flash eye”) and 
quartz mercury vapor lamps. Keratitis resulting from 
ultraviolet radiation of the sun also occasionally occurs 
with prolonged exposure at high altitudes or in the 
presence of large snow fields. The dose necessary to 
elicit a threshold reaction in the cornea (of rabbits) is 
of the order of 2.0 & 10° ergs when the whole ultra- 
violet portion of the spectrum is used '° and 0.15 « 10° 
ergs when a relatively monochromatic band at the peak 
sensitivity is used.’* The lesion consists predominantly 
of punctate erosions of the epithelium in the exposed 
portions of the cornea. The symptoms come on after a 
latent period of five to twelve hours, the subject having 
had no awareness that he was being exposed to harmful 
radiations at the time of exposure. The effects are 
cumulative during an interval of twenty-four hours,’° 
and, unlike the skin reaction, no tolerance is acquired 
by repeated exposures.’* The patient’s symptoms 
(photophobia, pain, epiphora and blepharospasm) are 
more severe than would be suggested by the objective 
signs and are incapacitating at the time but seldom 
lead to permanent sequelae. 

The wave band responsible for the keratitis, the 
so-called “action spectrum of ultraviolet keratitis,” 
forms a sharp peak at 288 millimicrons falling off to 
approximately zero at 305 millimicrons on the long end 
and reaching a minimum at 260 millimicrons on the 
short end.’* The sensitivity curve has the same shape 
as that for erythema of the skin, but the peak of the 
latter is shifted somewhat toward the longer end, proba- 
bly owing to the differential scattering effect of the 
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superficial layer or keratin on the skin. Although the 
effect of ultraviolet rays is presumably due to action 
on the nuclei of the epithelium, it is noteworthy that 
the action spectrum of ultraviolet keratitis does not 
correspond exactly to the absorption of nucleoprotein 
or to the over-all absorption of the epithelial layer. 
It seems likely, therefore, that the effect of ultraviolet 
radiation is due to absorption either by some substance 
other than nucleoprotein or by some constituent of 
nucleoprotein but not by the molecule as a whole. 

The effect of grenz rays and beta or cathode rays 
is similarly that of superficial keratitis. The threshold 
dose of grenz rays is of the order of 1,000 r.**_ How- 
ever, the latent period is a matter of days or weeks, 
rather than hours, varying as an inverse function of the 
dosage. Repeated radiation during the latent period 
has a cumulative effect. The depth of the reaction in 
the cornea from grenz or beta rays is determined by the 
voltage used in the production of the grenz rays or 
in accelerating the beta or cathode rays. With voltages 
as low as 8 kilovolts for the grenz rays or 100 kilovolts 
for the cathode rays, the effects on the cornea are 
almost entirely in the epithelium and become more 
penetrating the higher the voltage. With voltages as 
high as 25 kilovolts for the grenz rays (more properly 
“soft roentgen rays’) or as high as several thousand 
kilovolts for the beta rays (such as are emitted by 
radium), penetration as much as 1 cm. may be 
expected,” and with sufficient dosage there may be 
involvement not only of the deeper layers of the cornea 
but also of the lens. 

The corneal lesion resulting from grenz rays and 
beta or cathode rays is of the same type as occurs 
with ultraviolet radiation, that is, decided epithelial 
keratitis with severe symptoms (epiphora, foreign- 
body sensation and photophobia), but the latent period 
is longer and the duration is longer than is the case with 
ultraviolet effects."° The latent period is an inverse 
function of the dose; at threshold or near threshold 
levels (doses of 1,000 to 2,000 r) the latent period 
and duration are usually matters of several weeks. 

Aside from this delayed effect of grenz and beta or 
cathode rays, there is frequently a mild and transient 
erythema which occurs within a few minutes after the 
radiation and is presumably a heat effect. It lasts only 
a matter of a few hours and has no sequelae. 

The effects of roentgen and gamma rays on the cornea 
have not been studied as systematically as have the 
etlects of the ultraviolet and grenz rays, but it is com- 
mon knowledge that with sufficient dosage keratitis 
develops, and this varies in severity and duration in 
accordance with the dose. Although studies have not 
as yet been made on factors influencing the latent 
period, it is known that the keratitis from radiation 
with 4,000 to 6,000 r (such as is used in the treatment 
of nasopharyngeal tumors) develops in several weeks’ 
time. The lesion consists usually of a severe epithelial 
keratitis, as occurs with grenz rays, but the deeper 
layers are often involved, leading to an intractable 
ulcer. Even when frank ulceration does not develop, 
the keratitis may persist for months with severe photo- 
phobia and epiphora. Moreover, a xerosis of the 
cornea and conjunctiva not infrequently follows, owing 
presumably to radiation atrophy of the lacrimal gland. 
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3. Lens.—The lens is peculiarly susceptible to several 
types of radiant energy. Amounts of certain types of 
radiation which are without clinical effects elsewhere 
in the body will produce cataracts. This together with 
the fact that the latent period in the development of 
the cataracts may be extraordinarily long makes the 
study of radiational effects on the lens of unusual 
interest. Before embarkation on a discussion of the 
effect produced by the individual wave bands, it is 
perhaps worth while to point out that the lens is a 
unique structure. It is not only avascular but also is 
removed by several millimeters from blood vessels ; this 
would have the effect as far as radiation is concerned 

of making the lens less effective in dissipating heat as 
compared with tissues elsewhere in the body. The lens 
also has a peculiar method of growth in that the actively 
metabolizing part of the lens (the epithelium) is present 
only beneath the anterior capsule, while the lens fibers 
which are derived from the epithelial cells and make up 
the bulk of the lens extend from the equator toward 
the anterior and posterior poles. Genetic effects in the 
lens epithelium might therefore be expected to become 
clinically manifest in the lens fibers only when these 
cells have reached the equator. Such an explanation 
may account for the latent period, but the locus of 
the opacity at the posterior pole, or less often at the 
anterior pole, does not appear to have any obvious 
explanation, 

That an electric current may produce a cataract in 
one way or another is unquestionable. Cases have 
been reported in human beings * as a result of direct 
current, high voltage alternating current, lightning 
stroke and electric shock therapy. A recent review of 
the subject stated that at least 80 cases had been 
recorded in the literature.’® Cataracts have also been 
produced experimentally in animals by the passage of 
an electric current through the eye without the develop- 
ment of any other significant abnormality '*; but the 
term electric cataract includes several pathogenetic 
types which are not clearly distinguished. It is, for 
instance, not evident in most instances whether the 
cataracts resulted from the electrolysis induced by the 
passage of the current or from heat effects induced in 
the eye, or indeed from some systemic by-product. 
Although the last theory seems unlikely, there have 
been several instances of cataracts allegedly due to 
electricity in which the current did not pass through 
the eye."® The assumption that the cataracts are sec- 
ondary to a uveitis has been disproved experimentally.‘ 
The conflicting literature has been thoroughly reviewed 
by Bellows and Chinn."® 

The cataracts resulting from the passage of an elec- 
tric current through the eye have a variable latent 
period, usually a matter of several months, but in 1 case 
at least it was reported to be as long as eleven years 
(caused by lightning *°). The cataracts begin char- 
acteristically in the anterior cortex and anterior capsule. 
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They may remain stationary for long periods but are 
usually progressive. 

Radio waves and diathermy waves in intensities that 
are commonly present have never been shown to be 
cataractogenic. The occurrence of cataracts occasionally 
following diathermy applied to the eye * is probably 
secondary to the heat generated or to some metabolic 
disturbance in the eye rather than a direct effect of the 
diathermy waves on the lens. However, it has been 
shown that sufficient radiation with the short dia- 
thermy band (microwaves) may produce cataracts 
experimentally in animals.’ The intensities necessary 
are such that under practical conditions there is little 
danger except in immediate proximity to a powerful 
transmitter. The pathogenesis of these microwave 
cataracts is also probably due to the thermal effect, 
and the most damaging wavelengths are those of the 
order of 12 cm., since these produce the maximum 
heat at a depth corresponding to that of the lens. 

The production of cataracts by infra-red radiation 
was first observed in glass blowers,”* and the condition 
came to be known as glass blowers’ cataract. Indeed 
it comprised at one time a major occupational hazard 
in the glass-blowing industry ** but has also occurred in 
other industries where workers are exposed to excessive 
amounts of heat (foundrymen, chain makers and soak- 
ing pit workers **). The pathogenesis of the condition 
was first studied experimentally by Vogt (1912)*° and 
continues to be a subject of considerable contro- 
versy. The point at issue is whether the cataract 
results from direct effect of the infra-red radiation on 
tie lens fibers, as postulated by Vogt,** or secondarily 
irom heating of the whole anterior segment of the 
eye, as postulated by Goldmann.** The former has 
maintained that there is a specific action of the shorter 
infra-red rays on the lens, while the latter has main- 
tained that absorption of all the infra-red rays, not 
only by the lens but also by the cornea and especially 
by the pigment of the iris,** will contribute to the for- 
mation of cataracts through heating of the eye. The 
role of the iris pigment in the production of infra-red 
cataracts has been shown in vivo ** and in vitro.*° 

Infra-red cataracts occur only after exposure to 
intense heat for many years. The acute cataracts which 
have been produced experimentally in animals have 
occurred only with amounts of heat far in excess of 
that to which human beings are exposed.*® Moreover, 
these acute cataracts are accompanied by damage to 
tissues in the eye other than the lens. It seems unlikely 
that even in the presence of burns of the face there is 
sufficient infra-red radiation in acute flash burns (such 
as might occur with lightning, short circuit arcs or 
atomic bomb explosions) to produce cataracts. 

The cataracts resulting from infra-red radiation are 
characteristically posterior cortical, forming at first 
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saucer-like opacities belonging to the general group of 
so-called cataracta complicata. There is also frequently 
a characteristic lamellar splitting of the anterior cap- 
sule, forming a coiled-up membrane on the lens in the 
pupillary area. Although an identical membrane may 
on occasions be found with senile cataracts not known 
to be due to infra-red radiation, such changes can 
nevertheless be readily differentiated from the usual 
senile exfoliation of the lens capsule. The latter has 
a flakelike or dandruff-like character in contrast to the 
membranous character of the former.®” 

That cataracts may be produced by visible radiation 
has never been conclusively proved. The evidence rests 
chiefly on the facts (1) that senile cortical cataracts 
begin usually in the lower nasal quadrant, where it 
is postulated there would be maximum radiation by the 
sun, and (2) that cataracts are more common and occur 
at a younger age in tropical countries, where there is a 
greater intensity of sunlight. Such evidence is, of 
course, subject to the interpretation that there is also 
more infra-red radiation as well as visible radiation 
under these conditions, and moreover there are many 
factors other than the radiation, such as dietetic and 
genetic, which may have a bearing on the incidence of 
cataracts in the tropical and nontropical climates. 

There is little doubt that ultraviolet radiation in the 
abiotic zone may cause profound changes in the lens if 
the radiations reach the lens in sufficient intensity. This 
has been shown conclusively by Verhoeff and Bell. 
The same would apply to grenz and beta rays; but 
in contrast to most other types of radiation it may be 
stated that the ultraviolet and grenz ray band will 
damage the lens only when sufficient intensity is used 
to produce severe damage to the cornea. It has been 
estimated that the amount of ultraviolet radiation neces- 
sary to produce a threshold response in the lens will be 
three times that required for a threshold response in the 
cornea.* Inasmuch as the grenz rays and ordinary 
beta rays are even less penetrating than the ultra- 
violet, one would expect even greater corneal damage 
before the threshold dose for the lens had been reached. 
For this reason the cataractogenic properties of ultra- 
violet, grenz, beta and the very soft roentgen rays (25 
kilovolts) have little practical consequence.** 

That cataracts might be caused by roentgen rays was 
made vividly evident early in the days of roentgenogra- 
phy with their occurrence in x-ray technicians. There 
has since been considerable opportunity to study their 
clinical development in patients in whom it has been 
necessary to expose the eye during irradiation of a deep- 
seated periorbital lesion. The most complete review 
of the subject is that of Desjardins.** With the type 
or roentgen rays usually employed in roentgen therapy 
(100 to 200 kilovolts), the minimal cataractogenic dose 
is of the order of 500 to 800 r.** The common pro- 
cedure of spacing the treatments (Coutard method) 
so as to get the maximum number of tumor cells in 
mitosis and at the same time diminish the side effects 
in the nontumorous tissues is less effective in protecting 
the lens than other tissues.** Thus, although the 
cataractogenic dose from a single exposure of roentgen 
rays is of the same order of magnitude as an erythema 
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dose or an epilation dose, the cataractogenic dose from 
smaller but repetitive exposures is considerably less 
than that which will cause erythema or epilation or any 


other clinically evident abnormality.“® The lens has 
come to be considered the tissue most sensitive to roent- 
gen radiation. Susceptibility of the lens to roentgen 
rays is said to be an inverse function of age,®* the most 
vulnerable being fetuses radiated in utero.** Cataracts 
are said to develop more easily in children than in 
adults,** but this has not been established as yet by any 
large series. 

The latent period for the development of cataracts 
following irradiation is usually of the order of six 
months to two years but may be as long as eight to 
twelve years."* In general the greater the dose the 
shorter the latent period.** 

Roentgen ray cataracts begin characteristically as an 
opacity at the posterior pole of the lens. In contrast to 
the so-called cataracta complicata, the opacity is apt to 
be relatively sharply delimited from the rest of the 
cortex and frequently has a multifoliate shape. It may 
remain stationary but is usually progressive. Progres- 
sion is usually indicated by the appearance of vacuoles 
in the anterior cortex and an anterior subcapsular haze 
from proliferation of the lens epithelium.*® 

Cataracts from gamma rays and neutrons are similar 
to those produced by roentgen rays as regards latent 
period oad structure and similarly occur with doses 
that produce no other clinically evident abnormality. 
The threshold dose with radium cataracts is of the 
order of 1,000 gamma r; but there is reason to believe 
that the cumulative effect of small doses is greater, as 
regards the lens, with these hard rays than with the 
usual roentgen rays (although possibly not with the 
multimillion volt roentgen rays), and there is therefore 
a greater danger from chronic exposures.*' This has 
become forcibly evident in the past few years with the 
oceurrence of cataracts in cyclotron workers who, 
although exposed over long periods of time to some 
neutron and gamma radiation, had never been exposed 
to more than what had been considered a “safe dose.” 
There is suggestive evidence that in some of the 
persons exposed to the atomic bomb lens changes 
developed.” If this turns out to be the case, the radia- 
tions responsible are probably gamma rays and neu- 
trons. To date, however, the conclusive evidence is 
not available that the lens changes were indeed the 
result of radiation or, as far as public information is 
available, that there was sufficient gamma or neutron 
radiation reaching the individual to produce cataracts.*** 


4. Retina.—Radio waves are not known to produce 
any physiologic or pathologic ¢ effects on the eye, and 
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the effect of diathermy waves is that of a thermal 
coagulation when locally applied. Disregarding the 
occasional report of retinal edema following lightning ** 
or electric arc flash, which may have been concussion or 
infra-red effects, there are no clinical reports that the 
passage of an electric current through the eye causes 
retinal damage. 

The long, or far, infra-red rays probably cause no 
damage to the retina, because they are absorbed in the 
anterior portions of the eye, but the short infra-red 
rays and the visible rays not only reach the retina but 
also are refracted by the ocular media so that the rays 
form a focus of high intrinsic intensity and can cause 
a thermal burn of the retina. Of the energy reaching 
the earth from the sun about 39 per cent is in the visible 
range and 55 per cent in the infra-red.** The action 
spectrum of retinitis following exposure of the retina 
to infra-red and ultraviolet radiations has never been 
determined, so it is impossible to say how much the 
burn is due to the one or the other. Both types of 
radiation will be considered potentially responsible since 
both are present in all ordinary exposures, and the 
differentiation is at present of academic interest only. 
Burns caused by infra-red and visible radiations are 
characteristically sharply demarcated from the rest of 
the retina.’ They may occur after the viewing of 
an intense artificial light source such as a carbon arc," 
but result most frequently from the viewing of an 
eclipse. The amount of energy necessary to produce 
a retinal lesion in rabbits with a spectral distribution 
corresponding to that emitted by the sun is 50 calories 
per square centimeter per minute on the retina for 
exposures of thirty seconds, and 100 calories per square 
centimeter per minute for exposures of several sec- 
onds.*® The intensity of this may be appreciated from 
the fact that the unfocussed energy of the sun at sea 
level on a clear day with the sun at the zenith is 1.72 
calories per square centimeter per minute.‘? The sus- 
ceptibility to retinitis may vary among human beings,** 
and it has been suggested that nutritional factors may 
induce a sensitization to visible radiations so that retinal 
lesions may result from exposures to sunlight that are 
ordinarily innocuous. On this basis “camp eye’ has 
been suggested to result from nutritional photosensitiza- 
tion of the retina analogous to the photosensitization of 
the skin in pellagra.*® 

The retinal lesion appears first as a hazy opacity in 
the macula often with apparent accentuation of the 
foveal red spot. Subsequently the lesion becomes pig- 
mented, and a hole may develop in the fovea, but it has 
been repeatedly observed in eclipse burns of the retina, 
as in senile macular degenerations, that the objective 
and subjective observations often show wide variance.” 
The subjective phenomena consist of a central blind 
spot which comes on almost immediately after the expo- 
sure with variable phosphene and metamorphopsia. It 
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may be permanent or may improve in the subsequent 
few days with restoration of normal vision. 

The ultraviolet wave band has not been shown to 
produce any organic lesion of the retina. Earlier claims 
that ultraviolet radiations caused macular degenera- 
- ®t have not been corroborated. The long ultraviolet 

(400 to 320 millimicrons) is said to induce a 
transient inhibition of dark adaptation,®* but if true this 
action is of no great practical importance. The shorter 
ultraviolet rays (320 to 200 millimicrons), which are 
the only ones known to have an abiotic effect on tissue, 
do not reach the retina in sufficient amounts to produce 
an organic lesion. It has been estimated that only about 
3 per cent of the abiotic rays incident on the cornea 
reach the retina,* and it seems unlikely that any harmful 
effect could result to the retina without complete 
destruction of the anterior portions of the eye. The 
same applies to grenz rays. 

Roentgen and gamma rays are relatively ineffectual 
in nervous tissue, and the retina is probably no excep- 
tion Nevertheless, thickening of the arteries and 
chromatolysis of the ganglion cells have been reported 
to result from roentgen radiation,®* and it is possible 
that retinal changes occurring more often and possibly 
secondary to vascular lesions are overlooked because of 
the other changes in the eye. Thus 1 patient in my 
files showed occlusion of the central retinal vein six 
months after roentgen treatment of the eye with 4,000 r. 


PROTECTION OF EYES AND TREATMENT 
OF OCULAR LESIONS 


Radiation burns of the eye are either permanent or 
spontaneously reversible. There is no specific form 
of therapy for any of them. Lesions of the cornea are 
to be treated symptomatically according to standard 
procedures for any superficial keratitis. There is no 
real basis for the claim that infra-red radiation will 
neutralize the abiotic action of ultraviolet radiation.” 
Cataracts are to be treated surgically when they are 
sufficiently mature; it is said that the unusual thicken- 
ing of the capsule makes them extraordinarily suitable 
jor the intracapsular operation.*® Radiation lesions of 
the retina are not known to be affected by any form 
of therapy. 

The only adequate form of treatment for radiation 
lesions of the eye is prophylaxis. The avoidance of 
electric shocks is largely a matter of adequate insu- 
lation. It remains to be seen whether electric shock 
therapy for psychoses will be complicated by cataracts ; 
such appears to have been the case in at least 1 patient 
in my experience. Prophylaxis against infra-red radia- 
tion can be theoretically accomplished by workers 
wearing glasses with metallic oxides to remove the 
infra-red rays, but from a practical point of view this is 
difficult, for workers do not like cumbersome parapher- 
nalia when working under the hot conditions that 
prevail before a furnace. A more satisfactory solution 
would appear to be, as has occurred in the industrial 
glass-blowing industry (bottle makers), to mechanize 
the operations which necessitate proximity to the fur- 
nace. However, the avoidance of eclipse blindness 
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may be accomplished by wearing glasses containing 
some metal. Contrary to popular opinion, it is not 
safe to use merely tinted glass or photographic film 
which cuts down the visible rays and lets the infra-red 
through.®* The special glasses which have been designed 
to prevent eclipse blindness by eliminating the ultra- 
violet band ** are based on a misconception of what 
are the harmful radiations in viewing an_ eclipse. 
Avoidance of the abiotic effect from ultraviolet may 
be accomplished by ordinary crown glass (spectacle 
glass) or window glass. The spécial ultraviolet- 
absorbing glasses which have been widely marketed are 
unnecessary for all practical purposes.** Avoidance of 
roentgen ray and gamma ray and neutron radiation is 
accomplished technically by lead screens ; however, the 
hazard from suci) radiation, except in the case of the 
atomic bomb, is too specialized to’ be considered here 
but may be found in detailed reports elsewhere.** 
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OCULAR INJURIES IN THE ARMED FORCES 


COLONEL WILLIAM STONE 
Medical Corps, United States Army 


Washington, D. C. 


Most ophthalmologists in their everyday practice 
undoubtedly frequently see lesions of the eye that are 
directly or indirectly due to trauma. In treating these 
conditions one is apt to think of them as individual 
problems, yet many cases have a common background 
of failure in preventive measures that might have 
lessened the possibility of injury and of inadequate or 
improper treatment once the eye had been traumatized. 

All of us think of the combat phases of war as injury 
on a man-made epidemic basis. In many respects this 
is true, but in this mechanized age, with the employ- 


Taste 1.—Relation of Ocular Injuries to Total Battle Injuries 
in World War I 


Amy 3,157 eye injuries of = 214% 
147,651 gunshot casualties 

1,526 eye injuries = 05% 

299.069 nonbattle injuries 
79 (blinded in one or both eyes) = 16 % 
4,682 total eye injuries ere biindec 

Navy 43 eye injuries = 1.54% 

48.290 combat injuries 


ment of many chemical and physical methods in the 
nation’s economy as well as mechanized devices, trauma 
in its various forms is an everyday experience. 

During World War II approximately 80 per cent of 
the cases of blindness that occurred could be directly 
attributed to various types of trauma. Although I have 
been unable to obtain recent figures on the incidence of 
traumatic inuries of the eye in civil life, I believe that 
the trends can, to some degree, be inferred from the 
noncombat experience of members of the military forces. 
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During World War I ocular traumatisms occurring 
in Army personnel during combat amounted to 2.14 
per cent of all battle injuries, while only 0.5 per cent 
of these injuries were experienced by noncombatant 
personnel of the Army. 

During World War II experience in various United 
States Armies showed that approximately 6 per cent 


Taste 2.—Analysis of Data on Ocular Injuries in 
World War Il 


Combat Nonecombat 
% of % of 
All Eye All All Eye All 
In- In- In- In- In- 


In- 
juries juries juries juries juries juries 


Army and Air Force.... 508,528 11,970 2.0% 2,090,000 41,800  2.00° 
Navy and Marine Corps. 980,988 979 1.087 455,539 11,183 2.404 


* Fstimate, actual figure not finally determined. 

Ratio Army and Air Foree ocular injuries to enucleation: 
4,090 enucleated eves World War II = 7.5% 

eye injuries World War II 


of all battle casualties had maxillofacial wounds. 
Approximately one third of these wounds involved the 
eye. I regret to say that the analysis of World War II 
data is incomplete, but as far as can be determined 
from samples and preliminary data, eye injuries were 
involved in approximately 2 per cent of combatant and 
noncombatant injuries. The projected significance of 
these observations are given in table 2. These injuries 
resulted in at least 14,900 cases of decidedly impaired 
vision or blindness in one or both eyes, and by the end 
of 1945, 5,014 eyes were enucleated as an end result 
(table 3). 

Although it is difficult to draw a comparison and the 
figures must be considered tentative, it would appear 
that noncombat injuries of the eye increased by approxi- 
mately fourfold, while the incidence of combat injuries 
remained about the same. ¢ 

Army experience showed that many traumatisms of 
the eye could be prevented by adequate attention and 
training in safety precautions. By these measures alone 
in one theater of operations during the war accidents 
were reduced in four months from a rate of 120 per 
thousand per annum to 40 per thousand per annum. 


Tasie 3.—/mpairment of Vision or Blindness Incurred 
in World War II 


Blindness or Markedly Impaired Vision 
(One or Both Eyes) 


% of All 

Number Injuries 
Army and Air Force... 12,354" 0.461* 
Navy and Marine Corps.............. 2,597 0.477 

Enucleations 

% of All 

Number Injuries 
Army and Air Force............eseses 4,000 0.148 
1,014 0.185 

* Estimate. 


In addition, many traumatisms of the eye were unduly 
complicated by failure to treat the conditions properly at 
the time of injury and in the period immediately there- 
after. Undoubtedly these observations should hold for 
civilian experience and many permanent injuries of the 
eye and much impairment of vision and blindness 
could be prevented if every medical practitioner in and 
out of the Armed Forces would interest himself in the 
fundamentals of treatment required in handling ocular 
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traumatisms. They should see to it that, when neces- 
sary, the patients involved are referred to specialists at 
the earliest possible moment for necessary definitive 
treatment. 

Because of the possibility, through greater under- 
standing of the problems experienced in injuries of the 
eyes, of improving accident prevention measures, early 
and late treatment and indications for research that 
would contribute to these improvements, my associates 
and | in the Armed Forces welcome the opportunity to 
participate in this symposium and to continue working 
with our counterparts in civil life on the many problems 
involved. 

Not only do we hope to guide our research, practice 
and future plans on some of the information presented 
here, but we believe that such information will have 
great value for the protection of our population and the 
improvement of treatment of ocular injuries by the 
members of the medical profession in general. 

The gift of vision is so vital in living, learning and 
accomplishments and in their appreciation that no man 
should be denied this endowment. 


CHEMICAL BURNS OF THE EYE 


W. MORTON GRANT, M.D. 
Boston 


In this report will be presented a synopsis of princi- 
ples which appear to determine the nature of the 
injurious action on the eye of externally contacted chem- 
icals, the characteristics of the tissue response and the 
mode of treatment. The principles will be illustrated 
by references to specific injurious substances. The 
information on which this synopsis is based originated 
in large part from the work of various investigators on 
corneal physiology and the ocular effects of war gases, 
as well as from reports of clinical observations. It is 
to be expected that application of the principles which 
have been evolved may be of value in assessing potential 
chemical hazards to the eyes, in estimating the prognosis 
of exposed persons and in developing better therapeutic 
measures. 


FACTORS DETERMINING THE NATURE OF ACTION 
OF CHEMICALS ON THE EYE 


Ocular injuries from different chemicals vary widely 
in their rate of onset, symptomatology, depth of involve- 
ment of cornea and conjunctiva, and especially in their 
prognosis. Factors which are especially well recognized 
to be influential in determining the nature of various 
chemical injuries are: the amount and duration of expo- 
sure; the reactivity of the noxious substance with tissue 
components, and the physical characteristics which may 
determine penetration of the noxious substance through 
cell membranes or its injuriousness to these membranes. 

Although these same factors may in general be influ- 
ential in determining the response of other tissues such 
as skin and respiratory mucous membranes, these fac- 
tors often have highly specialized import with respect 
to ocular injuries due to the unique physiologic proper- 
ties of the eye, particularly the cornea. 


Amount and Duration of Exposure.—Of the principal 
factors influencing the severity of Pabeed ocular 
injuries, the effect of variation in amount and duration 
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of exposure is the most readily determinable. The 
degree of exposure is primarily dependent on the physi- 
cal form of the noxious agent and the presence or 
absence of sensory warning. The injurious chemical 
may be encountered as solid, liquid, gas, vapor, dust 
or smoke. In the instance of ocular contamination with 
a solid or liquid the immediate concentration and the 
total amount of material in contact with the eye is, of 
course, ordinarily much greater than with the other 
forms of material, and contact may be much less readily 
interrupted because of local persistence of a reservoir of 
the substance, which may be difficult to remove. Par- 
ticularly notorious in this respect are the particles of 
calcium hydroxide which in lime burns often adhere to 
the conjunctiva and remain in the fornices despite much 
washing. 

The presence of irritative or even pain-producing 
properties has little anticipatory protective influence 
in the case of accidental splashes with solids or liquids, 
but the occurrence of immediate discomfort may 
greatly stimulate, or in other instances hamper, the 
institution of cleansing procedures. In the presence of 
moderate pain, relief may be quickly sought through 
washing, but with severe pain, such as produced by 
lewisite (beta-chlorovinyldichloroarsine), opening the 
lids may be most difficult." In exposure to gas, vapor, 
dust or smoke, painful or lacrimatory warning proper- 
ties may be highly effective in limiting exposure and 
preventing injury, as is illustrated in the example of 
gaseous ammonia. This highly injurious substance in 
gaseous form in the air evokes stinging and protective 
blepharospasm so readily that seldom does sufficient 
exposure of the eye occur to produce serious corneal 
injury except in a sudden blast of concentrated gas. 
\Varning by the presence of nonirritative odors is much 
less effective in limiting injury, because in this case 
the automatic reflex tearing and blepharospasm is 
usually lacking. Furthermore, tolerance of even 
unpleasant odors develops readily and may permit 
exposures which are injurious to the eye, as for example 
in the case of hydrogen sulfide. Despite the initial 
repulsive though nonirritative smell of this compound, 
the odor may become unnoticeable on continued expo- 
sure even to concentrations great enough eventually to 
produce decided epithelial keratitis. Absence of sensory 
warning or even of discomfort on contact is a feature 
of the notorious subtlety of ocular injury by mustard 
gas (bis [2-chloroethyl] sulfide), as well as by dimethyl 
sulfate and methyl bromide. In certain other instances 
it seems likely that severe immediate injury of corneal 
nerves may produce corneal anesthesia and be responsi- 
ble for early lack of pain. This appears to be the 
case in some severe burns due to sulfur dioxide * and 
ammonia. 

Chemical Reactivity of the Injurious Agent.—The 
second feature or variable of obvious significance in 
determining the nature of every chemical eye injury is 
the type and degree of chemical reactivity of each com- 
pound with ocular tissue components. In general it may 
be considered that chemical reactions which produce 
alteration or denaturation of tissue structural com- 
ponents or enzymes may cause either immediately 
apparent physical changes in the tissue or latent arrest 
of vital functions and initiation of inflammatory and 
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degenerative processes. The type of tissue component 
primarily affected, as well as the extent and reversi- 
bility of denaturation, and therefore the type of biologic 
response, varies in certain recognizable and distinctive 
ways with different classes of chemical substances. The 
characteristic chemical effects of substances falling into 
the categories of alkalies, acids, specific protein denatu- 
rants and selective enzyme inhibitors will be considered 
here, and certain physical denaturing effects will be 
considered in a subsequent section. 

Alkalies and Acids: The injurious actions of both 
alkalies and acids appear to be fundamentally a conse- 
quence of the property of shifting the hydrogen ion 
concentration of the tissue out of the range in which the 
components are stable. In some instances additional 
influences are superimposed by specific properties of 
the other ions of which the alkalies and acids are 
comprised, but in general the severity of injury by 
alkalies or acids is dependent primarily on the concen- 
tration of hydroxyl or hydrogen ions and the duration 
of action. 

Penetration of the cornea by alkalies is rapid, possibly 
as a consequence of saponification and destruction of 
the fatty epithelial barrier. Characteristically the cor- 
neal mucoid is denatured or released from its association 
with the other principal structural component, collagen, 
and partially disappears. These effects are common 
to alkalies with varied cations, the cations appearing 
to influence the fundamental process primarily by 
modification of the solubility properties of the whole 
molecule and the degree of hydroxy] dissociation. Thus 
fundamentally the same kind of chemical changes in the 
cornea and other tissues appear to be produced by 
different alkalies such as sodium, ammonium and calcium 
hydroxides as well as organic amines, with variations 
principally in the severity and depth of involvement.* 
However, the possibility that the calcium ions in lime 
burns have a special denaturing action on corneal 
mucoid at high py is not satisfactorily settled. 

In the case of acids, increased hydrogen ion concen- 
tration of tissue appears primarily to cause denaturation 
of proteins. The corneal epithelium is conspicuously 
altered in appearance, presumably because of precipita- 
tion of its proteins, and does not undergo dissolution as 
in the presence of alkalies. Also, in the corneal stroma 
the metachromatic staining of the mucoid component is 
not primarily altered.* In the case of certain uncom- 
mon acids, the anion appears to be of considerable 
importance in the process of denaturation of stromal 
proteins by combination with free basic groups of the 
protein in the same manner in which these acids are 
believed to cause precipitation of various proteins in 
solutions in vitro. However, the uniformity of the 
pathologic picture produced by different acids would 
seem to indicate that the nature of the biologic response 
is not ordinarily influenced by the type of anion, except 
as this determines the degree of hydrogen ion dissocia- 
tion and the solubility properties of the whole molecule, 
which may considerably affect penetration ability.® 
Special solvent and dehydrating properties of the whole 
molecule may also be responsible for significant addi- 
tional injury to tissue in the case of certain concentrated 
acids, such as concentrated sulfuric acid. 
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Specific Protein Denaturants and Selective Enzyme 
Inhibitors: In contrast to the alkalies and acids, which 
alter or denature components of ocular tissues primarily 
by shifting the hydrogen ion concentration far out of 
the so-called physiologic range, another large and 
highly important group of substances produces changes, 
primarily in the protein constituents, without signifi- 
cant alteration of the hydrogen ion concentration. The 
results of the action of this group of specific protein 
denaturants on the eye may be just as devastating as 
that of the alkalies and acids, but in many instances 
subgroups of compounds in this category have specific 
reactivity with certain types of proteins to produce dis- 
tinctive and characteristic etfects. 

In general, the compounds to be considered as spe- 
cific protein denaturants actually combine chemically 
with the reactive groups characteristic of proteins, such 
as sulfhydryl, amino, carboxyl and hydroxyl. The 
chemical attachment alters the chemicophysical proper- 
ties of the protein in a number of ways. Most signifi- 
cantly, the altered protein may be unable to perform its 
usual vital functions, and inflammatory and degenerative 
reactions may result. The type of response evoked 
depends on the particular sort of protein involved, and 
this in turn is determined by the specific reaction char- 
acteristic of the individual denaturants, which may show 
highly selective affinities. The biologic response is also 
influenced by the stability or reversibility of the 
denaturant-protein combination, which may be of sig- 
nificance with relation to the possibility of spontaneous 
recovery and the efficacy of therapeutic measures. An 
additional biologic consequence of the attachment of 
these foreign chemical substances to tissue proteins, 
which will be mentioned only in passing, is the produc- 
tion of local hypersensitivity or allergy to subsequent 
contacts. In this case the protein denaturant may be 
considered to become the haptene group of a specific 
antigen. 

Among the several chemical subgroups of specific 
protein denaturants which may be recognized as injuri- 
ous to the eye, the most widely studied have been the 
2-chloroethy! sulfur and nitrogen compounds, of which 
the best known are mustard gas and nitrogen mustards 
(2-chloroethyl amines). These familiar war gases 
appear to have broad reactivity with various types of 
proteins, including the nucleoproteins.* However, part 
at least of the injurious action of mustard gas appears 
to be due to inhibition of the enzyme hexokinase.” 
A common characteristic of the 2-chloroethyl com- 
pounds is their subtle, relentless action in irreversibly 
blocking the vital function of corneal and conjunctival 
proteins with little or no immediate warning effect but 
with gradually developing inflammatory and degenera- 
tive changes of great potential severity. Many less well 
known 2-chloroethyl compounds exhibit similar injuri- 
ous action on the eye in varying degree. In a number 
of instances variations in other portions of the molecule 
possessing this reactive group have influenced the 
specificity of reactivity and have resulted in the produc- 
tion of useful pharmacologic agents, as in the example 
of dibenamine hydrochloride® (N,N-dibenzyl-beta- 
chloroethylamine hydrochloride), which appears to react 
with and block sympathetic receptors, although with 
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persistence of some of the properties of local injurious 
action on the eye.’ Exceptional chloroethyl oxygen 
compounds may also manifest toxic ocular actions 
similar to those of the nitrogen and sulfur compounds, 
Thus dichlorethyl acetate, an intermediate in sulfa- 
thiazole manufacture, has been observed to cause con- 
junctivitis at low concentrations in air and to cause 
corneal ulceration on splash contact.* 

Somewhat less well known, though simpler com- 
pounds, are the methylating agents. Comprising this 
subgroup are dimethyl sulfate, methyl iodide, methyl 
bromide, methyl silicate, diazomethane and_nitro- 
somethyl urethane. These substances appear to react 
chemically with proteins in a manner analogous to 
the previously mentioned 2-chloroethyl compounds, but 
they affix only the simple methyl radical to the reactive 
groups of the proteins. However, the devitalizing 
blocking of function which is caused by the small 
methyl radical results in gradual developmert of ocular 
inflammatory and degenerative changes similar to those 
provoked by the mustard gases, although in varying 
degree of severity. The similarity of the clinical pic- 
ture is most familiar in the case of dimethyl sulfate.° 

The two types of specific protein denaturants thus far 
mentioned, the 2-chloroethyl compounds and_ the 
methylating agents, appear to lack the specificity of 
reaction toward certain sulfhydryl groups which is 
found in a number of other protein denaturants. It 
has recently been pointed out that attack on particular 
sulfhydryl groups of the cornea, possibly those of the 
sensory nerve endings, characteristically is associated 
with an immediate stinging sensation and reflex lacrima- 
tion.'° In compounds related to mustard gas and 
dimethyl sulfate this specific type of reaction does not 
occur to a significant extent. In other compounds this 
reaction may be exhibited in varying degrees in associa- 
tion with different amounts of more general protein- 
denaturing activity. 

Arsenical compounds, as most dramatically exempli- 
fied by the war gas lewisite, react apparently both with 
the specific sulfhydryl groups of the cornea which are 
associated with pain sensation and lacrimation and with 
other sulfhydryl groups which are essential for life of 
the tissue. The reaction with the sulfhydryl groups is 
through the arsenic atom, and other organic and 
inorganic arsenicals exhibit reactions similar to lewisite 
but varying in degree and specificity of relative sensory 
and damaging effects.’ Most significant from the thera- 
peutic point of view is the fact that the reaction of the 
arsenicals is reversible, permitting artificial interruption 
of the earliest portion of the devitalizing process." 

Another small chemical subgroup which manifests 
both damaging and some degree of sensory lacrimogenic 
action due to reactivity with sulfhydryl groups is com- 
prised of specially reactive double bond compounds, 
which in some instances are activated by double conju- 
gation with other double bonds. Of these, maleic 
anhydride '* and divinyl sulfone appear to be particu- 
larly injurious to the cornea, while various quinones 
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are irritating but less damaging.’® It has frequently 
been postulated that ocular injury from contact with 
paraphenylenediamine dyes is due to the oxidation of 
these dyes to corresponding quinones of considerable 
toxicity. Some quinones, like the other specific protein 
denaturants already described, are notorious for their 
inhibitory action on mitosis of various types of cells. It 
is particularly interesting to note that in colchicine, a 
compound which has recently been shown also to be 
characterized by specially reactive conjugated double 
bonds,™ it is the arresting action on corneal epithelial 
mitosis which predominates. 

1,2-Epoxides (such as ethylene oxide and propylene 
oxide) manifest reactivity with several kinds of pro- 
tein groups '® and, depending on influences from the 
rest of the molecule of which they form a part, may 
exhibit effects varying from mild irritation ** to severe 
corneal injury,’? as well as vesicant action.'* 

The notoriously injurious action on the eye of 
so-called indelible or aniline pencils, as well as of 
some cosmetics of the past, is probably due to inacti- 
vation of vital corneal proteins by binding of their 
acidic groups by certain basic dyes. In some instances 
an affinity for cell nuclei has been noted,’® and com- 
parison of tissue toxicities of various dyes has shown 
injurious action to vary directly with basicity.*° 

In another considerable group of lacrimogenic sub- 
stances the reaction with sensory sulfhydryl groups 
strongly predominates. Foremost among these pri- 
marily lacrimatory substances are specially reactive 
halogen-containing compounds in which the halogen 
atom is activated by its location on a carbon atom 
adjacent to a carbonyl or nitrile group, or double bond. 
Well known examples of this type of compound are 
alpha-bromoacetophenone and chloroacetophenone, bro- 
mobenzyl cyanide and benzyl chloride. Other primarily 
lacrimatory substances which presumably attack the 
same sensory sulfhydryl groups are of diverse chemical 
types such as aldehydes (formaldehyde and acrolein), 
acid chlorides, allyl disulfides and osmic acid. In addi- 
tion to the specific lacrimogenic activity of these 
compounds, some at least exhibit enough of the more 
serious type of protein-denaturing action to produce 
severe corneal damage and opacification when exposures 
to high concentration occur.** However, as has already 
been pointed out, exposure to low concentrations of the 
lacrimators is self. limiting because of the’ reflex 
blepharospasm and tearing. In some instances the 
injurious chemical action of the primary lacrimators 
may be partially reversible, as appears to be the case 
with formaldehyde." 

Miscellaneous inorganic compounds may also have a 
variety of injurious actions on the eye owing to reactions 
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with the free groups of proteins or with prosthetic 
groups of enzymes, apart from simple acid and alkali 
effects on hydrogen ion concentration. The injurious 
reactivity of arsenic compounds and osmic acid, particu- 
larly with sulfhydryl groups, has already been men- 
tioned. Injurious properties probably of similar nature 
are encountered in salts of copper, cadmium, vanadium, 
mercury and beryllium. However, the injurious action 
of hydrogen sulfide in producing epithelial keratitis may 
well be based on inhibition of respiratory enzymes by 
combination with their metal prosthetic groups, and a 
similar mechanism may underlie disturbances of the 
cornea by cyanides. 


Physicochemical Properties of the Injurious Agent.— 
In addition to the factors of exposure and chemical 
reactivity which have already been considered in rela- 
tion to the characteristics of chemical ocular burns, the 
physical attributes of injurious substances may be most 
influential in determining the nature and degree of their 
toxicity to the eye. On the one hand, solubility proper- 
ties influence the amount of penetration of noxious 
agents into or through the cornea, and, on the other 
hand, changes produced in the physical environment 
by certain classes of materials may cause ocular tissue 
components to undergo alterations in structure and to 
become denatured without actually entering into chemi- 
cal reaction with the extraneous substances. Such 
physicochemical influences are of much greater signifi- 
cance to the eye than to other exposed surfaces of the 
body because of the unique anatomic and physiologic 
characteristics of the cornea.** 

Penetration of the cornea by extraneous substances 
involves first the penetration of an epithelial barrier of 
considerable lipoid content, which permits passage of 
fat-soluble substances and water itself but not dissoci- 
ated electrolytes. The stroma, on the contrary, consti- 
tutes primarily an aqueous phase and permits ready 
diffusion of water-soluble substances including electro- 
lytes. Last, the endothelium resembles the epithelium 
but physically constitutes a relatively thin barrier. Thus, 
to pass into or through the stroma an extraneous sub- 
stance either must have a combination of both lipoid 
and aqueous solubilities or must first disrupt the epi- 
thelial barrier.** Examples of injurious substances 
which appear to owe their ready penetrability, and 
therefore in part the seriousness of the damage which 
they produce, to a favorable combination of lipoid and 
aqueous solubilities may be selected from the several 
classes of substances already discussed with relation to 
chemical reactivity. Among the acids sulfur dioxide, 
which is especially injurious, has particularly favorable 
solubility properties for penetrating the cornea,’ and 
among the specific protein denaturants mustard gas is 
notable in the same respect. But it has previously been 
noted that, although the penetration of some acids 
which are principally water soluble appears to be held 
up by the epithelial barrier, alkalies, which are also 
principally water soluble, probably disrupt the fatty 
epithelial barrier chemically and thereby penetrate more 
effectively. In the case of ammonia, it is probable that 
both favorable combined fat-water solubility and chemi- 
cal action are responsible for its particularly efficient 
penetration. 

In another special class of substances, not previously 
referred to, distinctive properties and special physical 
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behavior toward the cornea may result from combi- 
nation of fat and water solubilities in a particular man- 
ner in a single molecule. Substances generally known as 
wetting agents, detergents or surface-active substances 
are characterized by a certain degree of physical separa- 
tion of portions of an individual molecule which are, 
respectively, hydrophilic and lipophilic. Such molecules 
as a whole may have solubility properties favorable for 
penetration of both lipoid and aqueous phases of the 
cornea,*** but, possibly more important, these substances 
may become oriented at the interface of the phases, 
changing the surface properties of the barrier and even 
causing its actual disruption in varying degree.** The 
effect on the corneal epithelial cells may be similar to 
the lytic effect on blood cells. Well known substances 
which appear to produce injury of the cornea in this 
manner are the ordinary soaps, synthetic detergents, 
bile and saponin. The action is ordinarily limited to 
the epithelium, although extensive damage to the 
endothelium may also be produced.**” The stroma is 
usually not appreciably affected, but occasional stromal 
injury could be explained by the denaturing influence 
of some wetting agents on proteins, an action which has 
been demonstrated in vitro. 

An additional large group of substances which 
appears to be injurious primarily to the epithelium 
through alteration of the physical environment com- 
prises many types of organic solvents. These substances 
appear not to enter into chemical reaction with the eye 
or to have the special attributes of wetting agents but 
to damage the cells possibly by solvent action on the 
lipoids or by precipitation of the proteins. Fat-solvent 
or protein-precipitating action in vitro is well known 
for numerous chemically inactive organic solvents, 
which on contact with the eye produce graying and 
loss of epithelium from the cornea and sometimes the 
conjunctiva. The injury from these substances seldom 
involves more than the epithelium and is therefore rela- 
tively insignificant though temporarily painful. Thus 
only transient disturbances characteristically result 
from splashes of simple alcohols, ethers, ketones and 
the like into the eye. However, the corneal epithelium 
may be mildly damaged or disturbed by some organic 
solvents of relatively low chemical reactivity, even in 
vapor form. In the particular case of butanol, fine 
intraepithelial vacuoles are formed which have a char- 
acteristic biomicroscopic appearance ** and which may 
be related to loosening of the epithelium.*** 


TISSUE RESPONSES TO INJURIOUS CHEMICALS 


In passing from the discussion of chemical and physi- 
cal factors which may be concerned in the production of 
chemical eye burns to a consideration of the tissue 
responses which may become manifest, it is found that, 
despite great variations in the initial biochemical or 
physical cause of injury, variations in the pathologic 
effect are limited to a relatively few distinguishable 
types of response. It appears that the nature of the 
various pathologic processes which may be elicited is 
determined fundamentally by the physiologic character- 
istics of the tissue and that the nature of the initial 
chemical injury reaction determines primarily the 
extent to which each of the possible types of pathologic 
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responses is evoked. In support of these views will be 
presented (a) a review of the general pathologic fea- 
tures of the types of chemical eye burns which have 
so far been adequately studied histologically and (>) 
an analysis of certain physiologic and pathologic mecha- 
nisms which may underlie the effects observed. Atten- 
tion will be centered principally on the changes in the 
cornea, not only because this part of the eye influences 
most significantly the primary visual function of the eye 
in consequence of chemical burns but because the 
intimate dependence of pathologic processes on the 
physiologic characteristics of the tissue is most strik- 
ingly evident in the cornea, with its unique physiologic 
properties. Changes in the conjunctiva are considered 
of secondary interest, since this tissue is not concerned 
in vision, and even severe injuries of the conjunctiva 
have not been shown to be damaging to the cornea, 
except through secondary symblepharon formation. 
General Description of Various Types of Chemical 
Eye Burns.—Alkalies characteristically produce early 
dissolution of the corneal epithelium and disintegration 
of stromal and endothelial cells. Likewise, the con- 
junctival epithelium and the endothelium of blood ves- 
sels are injured. Although early the cornea may appear 
clear except for biomicroscopically evident graying of 
the endothelium, there is rapid development of stromal 
edema and wrinkling of Descemet’s membrane. _Iritis 
may be present. The epithelium may regenerate 
rapidly, but in the stroma the cells and the metachro- 
matic staining, which is characteristic of the mucoid, are 
Icst. Leukocytic infiltration of the cornea and con- 
junctiva occurs with some discharge into the conjunc- 
tival sac. Petechial hemorrhages may be present in 
the conjunctiva and at the corneal limbus, followed 
by interstitial vascularization in severe cases. Opacifi- 
cation of the cornea results from proliferation of macro- 
phages or fibrous tissue among the corneal lamellae. 
Thus alkali-burned eyes may appear grossly clear when 
seen early but may later become progressively opacified.* 
Acids commonly cause the epithelium to become 
coagulated and opaque immediately. Some of the 
anterior portion of the stroma may be similarly affected 
to a lesser degree, but the endothelium is not con- 
spicuously injured except in the most severe or pene- 
trating type of burns. A minor degree of stromal edema 
may oceur, usually in areas surrounding those directly 
affected by the acid. The injured epithelium is readily 
sloughed off and replaced by new, normally trans- 
parent cells. Little interstitial infiltration or vasculari- 
zation occurs, and recovery is ordinarily rapid. In acid 
burns the cornea may appear grossly opaque when seen 
early but may soon regain much of its normal clarity.” 
Burns from the 2-chloroethyl derivatives of sulfur 
and nitrogen which have been studied have exhibited 
a number of common pathologic features and a few 
distinctive ones.** In general, after exposure there 
slowly appears edema and loss of the corneal epithelium. 
The endothelium is likewise damaged, and there is 
swelling of the stroma and bursting of the corneal cor- 
puscles. Particularly in the case of nitrogen mustard, 
severe iritis and cyclitis may also be present. Com- 
monly in the conjunctiva there are thrombosis of vessels, 
hemorrhages, chemosis and areas of necrosis. The 
edematous and chemically denatured corneal stroma 
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becomes infiltrated with leukocytes, later with macro- 
phages, and is subject to extensive vascularization and 
fibrosis especially in areas which undergo liquefaction 
and disorganization. Specifically in the case of mustard 

s, areas which long remain acellular or which are 
infiltrated with lipoids in association with peculiar 
varicosities of the blood vessels may be the site of life- 
long recurrent ulcerations and progressive visual 
deterioration.’ Thus with the 2-chloroethyl compounds 
the pathologic changes are slow in becoming manifest 
but may severely involve the corneal stroma with 
potentially serious consequences to vision. 

Activated halogen tear gases, in addition to their 
characteristic immediate superficial sensory irritative 
efiects, when present in sufficient concentration appar- 
ently penetrate the cornea readily; they typically pro- 
duce damage of the endothelium with severe iritis but 
with less denaturation of the stroma. However, pro- 
nounced stromal edema may occur with interstitial 
vascularization, invasion and opacification by leukocytes 
and macrophages.** In mild cases the endothelial 
damage may heal, though with permanently visible 
alterations in the reflex, and the stroma may regain 
its normal appearance, provided vascularization and 
fibrosis have not taken place.' 

Arsenical burns have been most carefully studied in 
the special case of the war gas lewisite, which appears 
to exhibit the most severely injurious action of all the 
arsenical compounds, presumably owing to optimum 
penetrating characteristics and high reactivity of the 
arsenic. Although representing a rather special and 
unusual case, the pathologic effects of lewisite on the eye 
are of some interest, in that burns from other arsenicals 
are probably similar superficially although lacking much 
of the deeply penetrating action. Characteristically, 
lewisite produces rapid appearance of edema of the lids, 
conjunctiva and cornea. The endothelium is injured 
and severe iritis is incited. The iris may become 
depigmented and fibrosed, The corneal stroma, in addi- 
tion to decided swelling, infiltration and vascularization, 
shows evidence of some special damage by a tendency 
to slough, with perforation or replacement by exten- 
sive fibrous scarring.’ 

Physiologic and Pathologic Mechanisms.—A much 
more interesting and comprehensible view of the patho- 
logic manifestations of chemical ocular burns than that 
given by simple descriptions of the clinical pathologic 
state may be obtained when explanations are sought for 
the various pathologic features in terms of deranged 
physiologic mechanisms. In particular, a review of the 
physiologic structure of the cornea in relation to chemi- 
cal burns of the eyes reveals several fundamental 
principles determining the responses of this tissue to 
injury. The physiologic features which appear to be 
of primary significance in this regard are those responsi- 
ble for the most unique property of optical clarity 
through maintenance of the corneal structures in iso- 
indicial refractive states.** Especially the corneal 
stroma, composed essentially of collagen, mucoid and a 
small number of cells, has the capacity of spontaneously 
swelling by imbibition of body fluids and becoming 
optically translucent due to unequal changes in the 
Tefractive indices of its components. The stroma is 
normally maintained in an optically clear, unswollen 
condition by its endothelium and to a lesser extent its 
¢pithelium. These membranes are semipermeable, pro- 
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viding osmotically effective barriers between the corneal 
stroma and the aqueous humor and tears. Although 
at the corneal limbus the limbal blood vessels provide 
a source for diffusion of fluid into the stroma, the 
osmotic removal of water principally through the endo- 
thelium is adequate to maintain relative dehydration 
of the stroma.*!| From a consideration of the principles 
of this important physiologic mechanism, it is apparent 
that the degree of injury of the corneal endothelium, 
which may be manifest early, is of prime significance 
in determining the amount of stromal swelling which is 
to ensue. 

An additional physiologic feature of equal or greater 
potential pathologic consequence is inherent in the 
relationship of tissue compactness to the growth of 
blood vessels. The normally dehydrated compact cor- 
neal stroma appears to be unfavorable for the growth 
of blood vessels, since vascularization generally seems to 
occur into loose tissue spaces by a process of yielding 
of an adjacent vessel wall with production of a small 
hemorrhage and then new growth of the vessel into the 
loose area. It is apparent from physical and physiologic 
observations that in swelling the corneal stroma becomes 
looser, and in this condition interstitial vascularization 
readily occurs when the stromal edema is in the neigh- 
borhood of limbal blood vessels. Thus it is apparent 
that endothelial injury is of prime significance in 
determining not only the amount of swelling of the 
cornea but also the susceptibility of the cornea to vascu- 
larization.2* Furthermore, since invasion by blood 
vessels is a relatively slow process, the duration of 
stromal edema as well as its degree is of great impor- 
tance with regard to prognosis, and this factor is largely 
dependent on the extent and reversibility of endothelial 
damage. In this respect it may be recalled that in acid 
burns the endothelium either may be little affected or 
may regenerate readily with good prognosis for vision, 
while in burns from alkalies, 2-chloroethyl compounds 
and lewisite the endothelium may be conspicuously 
damaged with serious consequences for vision associated 
with protracted endothelial abnormality, stromal edema, 
vascularization and scarring. However, it has been 
noted that a tear gas such as bromobenzylcyanide may 
damage the endothelium apparently with considerable 
selectivity yet leave the possibility of rapid regeneration 
of the endothelium and recovery of normal corneal 
clarity.” 

It seems likely that the regeneration of injured endo- 
thelium may be significantly influenced by changes in 
the adjacent stroma or Descemet’s membrane, for par- 
ticularly those types of chemical burns in which 
regeneration has been noted to be slow are character- 
ized by deep chemical changes in the stroma itself. 
Greater leukocytic and macrophagic infiltration in these 
cases is probably also a manifestation of the direct 
stromal injury. Unfortunately, direct information on 
factors regulating regeneration of endothelium in chemi- 
cal burns is lacking. Also, information on the behavior 
of the epithelium, which through physiologic similarity 
might be thought to be applicable to the endothelium, 
is not as yet particularly helpful in this respect. 
Reepithelization is known to proceed primarily by an 
essentially amitotic sliding of adjacent corneal and con- 
junctival epithelial cells over the defect,” but the man- 
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ner in which the endothelium makes good a loss has 
not yet been satisfactorily elucidated. After loss of 
the epithelium, reepithelization usually occurs relatively 
rapidly even when there has been chemical denaturation 
of the stroma. 

TREATMENT 

From the foregoing synopsis of current information 
on the pathogenesis and pathologic features of chemical 
burns of the eyes certain fundamental aims in their 
treatment appear obvious although in large part at 
present unattainable. It is apparent from what has 
been outlined concerning the influence of manner of 
exposure, nature of chemical reactivity and physical 
action that in all types of chemical ocular burns the 
earliest possible removal of any unreacted portion of the 
injurious agent is most desirable and, next, that removal 
of chemicals which have already combined with tissue 
components should be advantageous for reversal of their 
denaturing influence. In experimental and clinical 
experience the removal of excess noxious chemicals has 
seldom been more effectively accomplished by a chemi- 
cal antidotal or neutralizing procedure than by simple 
physical washing away by means of a solvent such as 
water or isotonic sodium chloride solution.*® Mechani- 
cal removal of injured or possibly contaminated tissue 
has also not been shown to be generally more effective 
in this respect than adequate washing.*' Removal of 
the free noxious material which may have penetrated 
into the anterior chamber, as in the case of ammonia, 
sulfur dioxide, nitrogen mustard and lewisite, would 
appear highly desirable theoretically and could be 
accomplished by drainage of the aqueous humor by 
paracentesis, but practically the opportunity would be 
most rare to be able to give this type of expert atten- 
tion within the few minutes after exposure during 
which the substances under consideration might be 
expected to remain in significantly toxic form. 

The second aim, of removing already reacted mate- 
rial, has been repeatedly attempted without success, 
except in the special and unique case of injury by 
arsenical compounds such as lewisite, against which 
early treatment with 2,3-dimercaptopropanol has been 
effective. Artificial reversal of denaturation produced 
by the other mechanisms described in the first portion 
of this synopsis has in no instance been achieved. Thus 
the early portion of the treatment of chemical ocular 
eye burns is perforce, with the rare exceptions men- 
tioned, resolved by the relative inefficiency of other 
approaches into the simple procedure of immediate 
and thorough irrigation. Experience indicates this 
procedure to be best initiated instantly by the victim, 
utilizing the water supply nearest at hand, and then 
to be continued by an attendant, after instillation of a 
local anesthetic, for the order of half an hour preferably 
with saline solution. Exceptionally, where insoluble 
particles are present, prompt mechanical removal by 
swabbing from the conjunctival sac or the corneal 
epithelium becomes an essential part of the treatment. 

At the stage in the chemical burn where the initial 
chemical or physical denaturation is an accomplished 
fact and all possible free injurious chemical has already 
been washed out, for instance at one or two hours after 
exposure, the pathologic responses to the original injury 
are developing as consequences of deranged metabolic 
processes and changes in cell permeabilities. The 
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degenerative process proceeds inexorably at this period, 
probably without significant modification by any thera- 
peutic means so far devised. Attention is therefore 
necessarily directed principally toward providing condi- 
tions as tavorable as possible to spontaneous reparative 
processes and toward avoiding such complications as 
infection and formation of conjunctival adhesions, 
These general aims have been approached clinically 
with several different manners of treatment, but despite 
variations in individual clinical impressions there has as 
yet been no scientifically controlled demonstration of 
any significant advantage of the more complicated or 
special forms of treatment over the most elementary.” 
Thus the use of an antibiotic not detrimental to epi- 
thelial regeneration, such as penicillin, and a lubricant 
ointment or oil to minimize sticking together of denuded 
surfaces is to be recommended as the fundamental treat- 
ment at this stage. Use of atropine appears indicated 
in the presence of iritis, and eye dressings may be 
advisable for the comfort of the patient and to avoid 
mechanical disturbance of regenerating epithelium. Con- 
tinued use of local anesthetics is of course to be 
avoided.** More complicated forms of treatment, such 
as early grafting with mucous membranes or other 
tissues, artificial denudation of the cornea, late repeated 
paracenteses or the application of special chemicals, 
cannot at present be generally recommended but must 
be considered as experimental or investigative measures 
until adequately controlled data are presented by which 
they can be scientifically evaluated. 

At the stage under discussion, after the first-aid 
irrigation and cleansing have been completed, a knowl- 
edge of the identity or chemical nature of the injurious 
substance is most useful when coupled with a familiarity 
with the type of ocular injury to be expected from the 
class of chemicals to which the particular substance 
belongs, as outlined in the first and second portions of 
this synopsis. Taking into account also the circum- 
stances of exposure and the conditions found on exami- 
nation, this information serves as a guide to the probable 
course and prognosis, and therefore to the probable 
extent of treatment which will be necessary, affecting 
for instance the prospect of the patient’s returning to 
work or the advisability of his hospitalization. 

In the later stages of chemical burns when the patho- 
logic consequences of denaturation, degeneration and 
repair have become well defined, treatment becomes 
primarily a matter of attempting artificial repair of 
changes in the cornea which seriously interfere with 
vision by means of such procedures as_ superficial 
keratectomy, keratoplasty or beta irradiation of inter- 
stitial vessels. 

SUMMARY 


This report is intended to present a synopsis of cur- 
rent general information on the principles of patho- 
genesis, development and treatment of chemical ocular 
burns. Much of the information has come from inten- 
sive wartime investigations, but the principles estab- 
lished therein are found to apply extensively also to the 
ocular burns of peacetime. 

In the pathogenesis of burns of the eye caused by 
different chemical substances, the nature of the clinical 
effect is considered to be determined primarily by the 
amount and duration of exposure, the type of reactivity 
with tissue components and the physical solubility and 
solvent properties of the chemical. The exposure factor 
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is greatly influenced by the physical state or concentra- 
tion of the material and by such warning properties as 
lacrimogenic stinging. Types of chemical reactivity 
which are toxic to the cornea are recognizable especially 
in the instances of alkalies and acids, 2-chloroethyl 
sulfur and nitrogen compounds, methylating agents, 
arsenicals, compounds with specially reactive double 
bonds, 1,2-epoxides, certain activated halogen com- 
pounds, aldehydes and some classes of inorganic 
compounds. Most of these compounds react with or 
become attached to specific groups in the tissue proteins 
and alter their biologic properties. In several instances 
the denaturation of certain structural or enzymic con- 
stituents of the cornea can be recognized to produce 
specific types of toxic responses. The depth and 
severity of injury may be influenced in a most signifi- 
cant manner by the characteristics of physical solubility 
of potentially noxious substances which determine their 
facility of penetration into the cornea. The solvent 
properties of substances like wetting agents and organic 
solvents may in themselves be responsible for damage 
of epithelial cells through alteration of the physical 
environment. 

Depending on the factors which have been outlined, 
the pathologic processes which are induced in the eye by 
chemicals range from transient superficial disturbances 
of the epithelium to devastating damage of the whole 
anterior segment. In general the more serious injuries 
are characterized by loss of epithelium, damage of 
endothelium, denaturation of stromal constituents and 
iridocyclitis. The stroma swells and may become infil- 
trated by leukocytes and macrophages, and vascularized 
and opacified by the formation of fibrous tissue. Injury 
and increased permeability of the endothelium are 
responsible for stromal swelling, and the swelling in 
turn is the stimulus for vascularization. Retardation 
of endothelial regeneration and the amount of degenera- 
tion and fibrosis of the stroma are probably determined 
by the nature and degree of reversibility of the original 
chemical alterations of stromal components. Reepitheli- 
zation of the stroma by amitotic sliding appears to be 
less significantly influenced in this manner. 

The initial treatment to be recommended consists in 
thorough irrigation of he eyes and mechanical removal 
of any foreign particles, with no waste of time in 
attempting to apply special theoretic neutralizing agents, 
with the single exception of 2,3-dimercaptopropanol in 
arsenical burns. The extent of subsequent treatment 
which is indicated may be estimated from a familiarity 
with the factors of exposure, chemical and physical 
behavior and therefore the type of pathologic response 
to be expected from the particular substance involved. 
These considerations taken in conjunction with the clini- 
cal observations, especially in regard to degree of 
endothelial injury, provide indications of the probable 
rate of recovery or of the advisability of hospitalization. 
The usual treatment to be recommended following 
initial thorough decontamination consists of the appli- 
cation of lubricant ointment, an antibiotic, atropine and 
adressing. Surgical or radiational treatment of corneal 
opacities may be undertaken at a later stage, when 
changes in the cornea have become stabilized. 
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Eprrortat Note.—This paper and the two papers by Drs. 
Cogan and Stone, which precede it, together with the three 
Papers by Drs. Payne, Marshall and Callahan, to appear next 
week, constitute a Symposium on Ocular Injuries. A summary 
oy the discussions of the papers also will be published next 
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TREATMENT OF CHRONIC BRUCELLOSIS WITH 
CHLORAMPHENICOL AND AUREOMYCIN 


ROBERT J. RALSTON, M.D. 
Holyoke, Colo. 
and 
H. PAYNE, 
Detroit 


EUGENE M.D. 


Acute human brucellosis responds promptly to treat- 
ment with aureomycin hydrochloride! or with chlor- 
amphenicol (chloromycetin®).? Preliminary reports 
indicate that the majority of patients with chronic 
brucellosis also may be benefited by either drug. Final 
evaluation of these antibiotics, particularly in low grade, 
chronic and recurrent Brucella infections, must await 
studies with prolonged follow-up observations. Results 
of treatment usually must be judged solely on the 
patient’s report of symptom abatement, as objective 
signs most frequently are lacking. 

In the 45 patients with diagnoses of chronic brucel- 
losis comprising this series, encouraging initial results 
persist in most cases after follow-up periods of three 
to nine months. Chloramphenicol was used in 41 cases, 
and aureomycin was given in 4. 


DIAGNOSIS 


In 18 of the 45 cases infection occurred directly by 
exposure to cattle with Bang’s disease or by drinking 
raw milk from infected herds. Similar exposure was 
admitted by 20 patients but without knowledge of infec- 
tion in the animals. Less definite histories of exposure 
were obtained in the remaining 7 cases. In no instance 
had acute brucellosis been recognized in the past. 

Five patients were children 4 to 8 years of age. 
Other patients were 15 to 74 years of age. Twenty 
were males; 25 were females. 

Duration of symptoms prior to treatment varied from 
a few weeks to six years; most of these patients had 
persistent symptoms for two years or more. Com- 
plaints included fatigue and weakness in 42 patients; 
various combinations of backache, joint and muscle 
pain in 35; irritability, nervousness or insomnia in 22; 
severe mental depression in 17; gastrointestinal symp- 
toms in 16, simulating peptic ulcer in 3; headache in 
9, and fever or sensation of warmth in 6. A great 
variety of other symptoms occurred less frequently. 
One woman aged 28 complained of inability to become 
pregnant in a thirty month period following a normal 
gestation. Two patients described repeated attacks of 
fever, chills, weakness and malaise for periods uf two 
and five years ; they were asymptomatic in the intervals. 

Virtually no physical abnormalities could be found 
to explain the numerous and often disabling symptoms. 
Temperatures were normal at the time of examination in 
most patients, but a few showed elevations of 99.4 to 
102.8 F. 
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White blood cell counts ranged from 5,800 to 9,600 
per cubic millimeter. Erythrocyte sedimentation rates 
( Westergren) were usually less than 10 mm. per hour ; 
only | patient had a rate greater than 20 mm. per hour, 
during an acute exacerbation in the course of chronic 
brucellosis. 

No single diagnostic test was uniformly reliable. 
Agglutination tests were positive in only 10 patients, 
with titers of 1: 25 to 1: 200. Skin reactions to Brucella 
vaccine or to protein nucleate were positive in 37 
cases ; in 29 of these there were accompanying systemic 
reactions with fever, chills, malaise and aggravation 
of other symptoms. In 4 instances agglutination titers 
of 1:50 or higher were obtained when skin reactions 
were negative or questionable. 

Improvement during treatment with Brucellin anti- 
gen supported the diagnosis in 26 of 28 patients. 
Definite response to antigen therapy was obtained in 
5 patients who had negative or questionable skin reac- 
tions and agglutination. Two patients could not con- 
tinue this form of treatment because of extreme 
sensitivity. Although some degree of improvement was 
the rule during Brucellin therapy, permanent remissions 
were not observed. 

AUREOMYCIN 

After aureomycin became available in December 
1948, 3 adults and 1 child aged 4 years were treated 
with this antibiotic. Three patients had been treated 
previously with Brucella antigen; fair results had been 
obtained in 2, but the third patient could not tolerate 
even small doses of the antigen. Dosage of aureomycin 
was 2.5 to 3.5 Gm. daily for ten days for adults. In 
each case severe nausea and vomiting appeared during 
the last few days of treatment, despite administration 
of antacids. Diarrhea also occurred in each patient, 
but it could be controlled fairly well with antidiarrheal 
medicaments. These complaints subsided within a few 
days after completion of aureomycin treatment. One 
adult stopped the treatment on the seventh day, and 
results of therapy in this case were less satisfactory 
than in the other 3. 

In the patients who completed treatment, prompt and 
complete control of symptoms resulted in the child and 
one adult; partial but definite improvement occurred 
in the second adult. No relapses have been observed 
in follow-up periods of three to nine months. 


Case 1—K. J., a boy aged 4 years, was first seen Aug. 16, 
1947 with complaints of low but persistent fever, joint pains, 
headache, drowsiness, anorexia, malaise, nervousness and recent 
weight loss of 2 pounds (0.9 Kg.). These symptoms had been 
present for two weeks. The child lived on a farm and drank 
raw milk. 

The temperature was 99.4 F. Physical examination dis- 
closed no abnormality. The white blood cell count was 9,600 
per cubic millimeter, and the erythrocyte sedimentation rate 
(Westergren) was 20 mm. per hour. 

During the next three months symptoms and fever persisted 
despite treatment with acetylsalicylic acid, two courses of peni- 
cillin and hexylresorcinol for pinworms, which had been seen 
in the stool. Gingivitis and loosening of teeth developed during 
this period. 

The result of a skin test for brucellosis in December 1947 was 
strongly positive, with elevation of temperature above any 
previous level. Blood failed to agglutinate Brucella, and the 
tuberculin reaction was negative. The parents were intsructed 
to have their cows tested for Bang’s disease, and a negative 
report was returned. 

After a year of Brucella antigen therapy (fifty-six injections) 
with fair control of symptoms, aureomycin was given in Janu- 
ary 1949. The total dosage was 9 Gm. by mouth in twelve 
days. Vomiting and diarrhea were troublesome, but disappeared 
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within two days after treatment with aureomycin was discon- 
tinued. All symptoms of the sixteen months’ illness subsided 
and had not recurred in a six month follow-up period. 


CHLORAMPHENICOL 


Since March 1949 chloramphenicol has been given to 
41 patients. Adults received 18 to 27 Gm. by mouth 
in seven to twelve days, the usual dosage schedule being 
50 mg. per kilogram of body weight in the first four 
to twelve hours, followed by 0.5 Gm. every six hours. 
Children were given total oral doses of 9 Gm. 

Results of treatment are unknown in 1 patient. Of 
the remaining 40, who were followed for three to eight 
months, 28 (70 per cent) were completely relieved or 
much improved. Partial relief was reported by 7 
patients, but no improvement was apparent in 5 (12.5 
per cent). In 2 of the treatment failures the diagnosis 
of brucellosis is doubtful; 1 patient has pernicious 
anemia in partial remission, and 1 appears to have 
menopausal symptoms. 

Three patients have had partial recurrence of symp- 
toms after their initial improvement. Insufficient time 
has elapsed to evaluate results of retreatment with 
chloramphenicol. 

Side effects of chloramphenicol therapy were uncom- 
mon. No side effects were noted by 23 patients. One 
patient abandoned treatment because of aggravation of 
symptoms of chronic gastritis. Severe generalized 
dermatitis and vaginitis developed in a woman; symp- 
toms responded promptly to local and oral administra- 
tion of diphenhydramine hydrochloride (benadryl 
hydrochloride®) ; this patient was completely relieved 
of symptoms of brucellosis after this reaction subsided. 
A few patients noted “filmy” vision while taking the 
drug. Transient reactions to alcoholic beverages 
occurred in 3 instances while chloramphenicol was being 
taken ; these consisted of cutaneous flushing accompanied 
with an uncomfortable sense of fulness of the skin. Tem- 
porary aggravation of symptoms of the original illness 
occurred in 16 patients. In most of these, the increased 
fatigue and aching disappeared within a few days, or 
at most two to three weeks after completion of treat- 
ment, leaving the patients much improved. 


Case 2.—J. O., a farmer aged 27, was first seen May 10, 
1948 complaining of epigastric pain and “indigestion,” chronic 
fatigue and weakness, persistent generalized aching and “fast, 
pounding heart.” He had worked with cattle for years, and the 
family had not practiced home pasteurization. Recent testing 
of his herd had been negative for Bang’s disease. 

Physical examination showed epigastric tenderness and per- 
sistent tachycardia (110 per minute at rest). The electrocardio- 
gram was normal, and results of blood cell count, urinalysis and 
sedimentation rate determination were all within normal limits. 
Tests for brucellosis were not performed. A modified ulcer 
diet, antacids and antispasmodic drugs were prescribed; mod- 
erate improvement in the gastric distress followed. All other 
symptoms persisted, and in August 1948 complete gastrointes- 
tinal roentgenologic studies and gastric analysis were performed. 
No evidence of peptic ulcer was found, but moderate hyper- 
acidity was noted. 

On August 31 agglutination for Brucella was positive in a 
dilution of 1: 100, and a brucellosis skin reaction was questiona- 
bly positive. Treatment with Brucella antigen was given between 
Sept. 13, 1948 and March 3, 1949. At this time gastric symp- 
toms had subsided completely, but the patient was complaining 
once more of malaise and extreme fatigue. 

Chloramphenical therapy was begun April 5, 1949 with an 
initial dose of 1 Gm., followed by 0.25 Gm. every four hours 
until 24 Gm. had been taken. 

One week after completion of therapy the man began to feel 
much improved. Two months later he reported excellent 
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recovery, without symptoms of any kind. His pulse rate was 
normal; dyspeptic symptoms had not returned; the patient 
stated that he was “thriving” on a heavy schedule of farm 
work. 

Case 3.—J. L., a farmer aged 63, was first seen Jan. 30, 
1947, complaining of chronic fatigue, insomnia, general malaise 
and mental depression. Symptoms were so severe as to make 
him consider leaving the farm. He had worked with farm 
animals for years. Bang’s disease had occurred in his catttle in 
the past, and he had not practiced home pasteurization of milk. 

Physical examination revealed no significant abnormality. 
Palliative treatment gave only slight relief. On Nov. 13, 1947 
a strongly positive reaction to a skin test for brucellosis was 
obtained, with decided systemic reaction in the form of chills, 
fever and aggravation of his other symptoms. An agglutination 
test was not performed. Brucellin antigen was given between 
Dec. 2, 1947 and April 4, 1949. Symptoms were controlled to 
some degree, but complete relief was not obtained. 

On April 16, 1949 a course of 18 Gm. of chloramphenicol was 
beeun. When the patient was seen two months later, he 
reported complete and lasting relief of all his former symptoms. 


COMMENT 

Chronic brucellosis probably constitutes the majority 
of rucella infections.‘ Proof of the diagnosis is diffi- 
cult, as culture of the organisms from the blood or 
other body fluids is possible in no more than 25 per 
cent of the cases.’ Dermal sensitivity to various prod- 
ucts of the growth of Brucella cultures suggests past 
or present infection but is not diagnostic of active 
brucellosis. Agglutination of Brucella by the patient's 
blood is a more dependable test, when the result is posi- 
tive in dilutions of 1:40 or higher, or even in lower 
dilutions in patients with suggestive histories. In 
chronic brucellosis, however, negative tests for agglu- 
tinins may be found in the majority of cases.° 

Diagnosis must depend, therefore, on (1) a history 
oi exposure to possibly infected animals or their prod- 
ucts; (2) a vague, chronic illness characterized by 
fatigue, weakness, aches and pains, sweats and ner- 
vousness, with low grade fever which may be detected 
only after taking temperatures several times daily; (3) 
a normal or low leukocyte count,’ and (4) a low sedi- 
mentation rate.* A positive result of one or more of 
the specific tests is helpful but not essential. Improve- 
ment during treatment with Brucella antigen appears 
to support the diagnosis. — 

When these diagnostic principles were observed in 
this series, chloramphenicol and aureomycin appeared 
to have specific therapeutic effect. In 2 of 5 treat- 
ment failures the diagnosis of chronic brucellosis prob- 
ably was not well founded according to the criteria 
outlined. 

The experience of Harris *” is comparable with that 
reported here. Of his 55 patients adequately treated 
with aureomycin and followed for one to six months, 49 
(89 per cent) made from partial to complete recovery. 

Wo or more courses of aureomycin therapy were 
required in 23 cases. Chloramphenicol was given in 
total doses of 25 Gm. to 14 patients who were followed 
one to four months. Partial to complete recovery 
occurred in 11 (78.5 per cent). Three patients required 
repeated treatment. Greater freedom from side effects 
was was observed i in the chloramphenicol-treated group. 


H. Brucellosis (Undulant Fever), New York, Paul B. 
Hoeber, Inc 
5. Evans, a Robinson, F. H., and Baumgartner, L.: Studies on 
tonic Brucellosis: IV. An Evaluation of the Diagnostic Laboratory 
iS United States Public Health Service, Weekly Health Reports 53: 
Harris.* Robinson and rtner.* 
?. Spink, W. W  —— » J. A. M, A. 138: 554 (Feb. 19) 1949. 
Eisele, C. W.: on Advances in Clinical Medicine, 
M. Clin. North 31: 182, 1947. 
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SUMMARY 


Forty patients believed to have chronic brucellosis 
were treated with chloramphenicol (chloromycetin®) 
and were observed for three to eight months. Partial 
to complete relief of symptoms was obtained in 35 (87.5 
per cent). Two of the 5 failures may be explained by 
erroneous diagnosis. Three relapses have occurred 
since the initial follow-up period. 

Partial to complete relief was obtained in 4 patients 
treated with aureomycin hydrochloride, with mainte- 
nance of improvement through follow-up periods of 
three to nine months. Inability of 1 patient to complete 
the course of treatment may explain the least satisfac- 
tory result. 

Side effects were less troublesome from chloram- 
phenicol than from aureomycin. 


ADDENDUM 


Since the preparation of this report, 22 additional 
patients whose disease was diagnosed as chronic brucel- 
losis have been treated with chloramphenicol. Of 
these, 13 have reported favorable results and 2 unfavor- 
able. Of the remaining 7, results are not yet available. 
Of the total of 67 patients who were treated, 5 have 
appeared to relapse. In each case a second course of 
9 Gm. chloramphenicol has been given, with definite 
response and alleviation of symptoms. 


AUREOMYCIN AND CHLORAMPHENICOL 
IN BRUCELLOSIS 


With Special Reference to Side Effects 


HAROLD J. HARRIS, M.D. 
New York 


The diagnosis of chronic brucellosis often is uncertain 
because of lack of cultural proof. Bacteremia seldom 
is present in the ambulatory patient with low grade 
fever. However, there is strong presumptive clinical 
and laboratory evidence that this type of Brucella infec- 
tion exists in large numbers of patients. Because of 
the uncertainty of diagnosis and the frequently relapsing 
course of the disease, evaluation of therapeutic methods 
is difficult. 

The availability of apparently nontoxic antibiotics, 
presumably effective when given orally, allowed treat- 
ment of ambulatory patients without the economic loss 
incident to interruption of work or hospital care. Bru- 
cella antigen therapy had been shown to bring about 
recovery in 50 to 80 per cent of patients in this cate- 
gory’ but was not necessarily curative. Treatment 
with streptomycin and sulfadiazine, given simultane- 
ously,” apparently is capable of bringing about actual 
cure but requires hospital care or extremely close 
—* and may result in permanent deleterious 
effects 


Read before the Clinical Research Meeting, New York Academy of 
Medicine, June 2, (with additional observations 

1. Simpson, Brucellosis (Undulant Fever’, in Tice, F Be 4 
tice of Medicine, aoe ee Md., W. F. Prior Company, 1947, ‘vol. 
rp. 99-107. Foshay, L.: Brucellosis, in Barr, D. F.: Modern Medical 
herapy in General Practice, Baltimore, Williams & Wilkins Company, 
1940, p. 1305. Harris, H, J.: Brucellosis, Advances in Diagnosis and 
Treatment, J. A. M. A. 181:1485 (Aug. 21) 1946. J.: 
Brucellosis (Undulant Fever): Clinical and Subclinical, ed. , New York, 
B. Hoeber, Inc., to be 1950. 

Eisele, C. W., and McCullough, N : Combined Streptomycin and 
Sulfadiazine Treatment in j. A. 135: 1053 (Dec. 20) 
1947, W. W.; Hail, W. Shaffer, J. M., and Braude, A. I.: 
Human Brucellosis: Its Specific heen with a Combination of Strepto 
mycin and Sulfadiazine, ibid. 136: 382 (Feb. 7) 1948. Harris, H. J., and 
ett, P. C.: Streptomycin and Sulfadiazine (Combined) in hronic 
rucellosis: Case Report, ibid. 137: 363 (May 22) 1948. 
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Aureomycin was shown to be effective in terminat- 
ing the acute septicemic phase of brucellosis,* and 
chloramphenicol (chloromycetin®) proved to have sim- 
ilar action. However, recovery from the acute illness 
furnishes no criterion as to actual cure. Long periods 
of observation following treatment will be necessary 
to determine whether or not a chronic nonbacteremic 
phase will follow the acute illness or whether further 
acute exacerbations will occur. No reports of treat- 
ment in long-standing cases of low grade, chronic 
brucellosis have been made. 

The purpose of this preliminary report is to call atten- 
tion to the types of side etfects and sequelae produced 
by average doses of aureomycin and chloramphenicol, 
to discuss methods of prevention or alleviation and to 
suggest the need for closer observation of patients 
receiving treatment. 

PLAN OF TREATMENT 


Aureomycin hydrochloride * was given orally to 135 
patients with brucellosis, all but 1 in the culturally nega- 
tive, chronic phase, because treatment by other methods 
had heen only temporarily or partially successful. There 
were 91 females and 44 males. The activity of Brucella 
infection was questionable in at least 22 of the patients. 
In the earliest case treatment was begun in October 
1948. The period of observation following treatment 
has heen not longer than one vear in any patient. Dura- 
tion of illness prior to treatment had been from a few 
months to seven years, the great majority of patients 
having had symptoms referable to brucellosis continu- 
ously or intermittently for one to three years. 

Chloramphenicol ( chloromycetin® ) * was given orally 
to 46 patients (35 females and 11 males); the first 
patient was treated in December 1948. The diagnosis 
as to presently active brucellosis was considered ques- 
tionable in at least 6 patients. 

Dosage of either antibiotic was varied in an attempt 
to determine the most effective daily and total dosage. 
Maximum dosage for adults was 4+ Gm. daily (sixteen 
capsules of 250 mg. each) given at two to six hour 
intervals, usually throughout the day and night, an 
average of 50 mg. per kilogram of body weight in 
twenty-four hours. In some patients the antibiotic was 
administered only through the waking hours. After 
three or four days of full dosage, the daily amount 
usually was halved. The total dosage was 25 Gm. in 
most patients, given within a period of ten days. In 
others two to four courses of treatment were given, 
usually consisting of 1.25 Gm. daily for five days, fol- 
lowed by a rest period of five to seven days. 

Early experimental evidence had indicated that organ- 
isms susceptible to these antibiotics did not tend to 
develop resistance to them. This apparently justified 
intermittent dosage or a gradual build-up of dosage, 
which seemed wise in some patients in order to deter- 
mine tolerance, especially .when aureomycin was 
employed. However, there are some recent clinical 
grounds for suspecting that Brucella organisms may 
develop resistance to either antibiotic. 

The ages of the patients treated were from 8 to 74. 


3. Spink, W. W.; Braude, A. 1.; Castafieda, M. R., and Goytia, R. S.: 
M. A. 138: 1145 


4. Aureomycin hydrochloride was supplied by Lederle Laboratories, 
Division American Cyanamid Company. 
5. Chloramphenicol was supplied by Parke, Davis & Company. 


A. M. A. 
an. 21, 1950 


SIDE EFFECTS 


Side effects of a frequency, type and severity not 
previously reported were noted in a large percentage 
of female patients and in a much smaller percentage of 
male patients, the ratio being approximately three to 
one. Although the incidence of gastrointestinal symp- 
toms from aureomycin decreased with improved methods 
of manufacture, the female to male ratio remained 
approximately the same. No definite explanation for 
the decided discrepancy in toleration to the drug between 
the two sexes was evident; it was surmised that sex 
hormones played some role, perhaps through interfer- 
ence with enzymatic activity. 

Gastrointestinal Symptoms.—Aureomycin produced 
severer gastrointestinal disturbances than did chloram- 
phenicol. Among the first 110 patients treated, nausea 
and or vomiting, epigastric distress, heartburn and 
diarrhea occurred in 60.7 per cent of the ‘females and 
in 19.3 per cent of the males." Thirty-four patients 
(28 females and 6 males) were unable to tolerate the 
average amounts of aureomycin for more than a few 
days, although 6 of these patients showed greater toler- 
ance for later batches of the drug which had been put 
through additional recrystallization processes. In a jew 
patients diarrhea persisted for several weeks after <lis- 
continuance of therapy. Later it was found that the 
gastrointestinal manifestations were further lessened by 
larger or more frequent doses of aluminum hydrowxide, 
by administration of aureomycin in smaller and more 
frequent doses and by the ingestion of a small amount 
of food before each dose. Diarrhea apparently was 
lessened by mixtures of kaolin and pectin or bismuth 
and paregoric. Chloramphenicol seldom produced 
nausea or vomiting; mild diarrhea occurred in a small 
percentage of patients early in the course of treatment, 
usually lasting a day or two, then sometimes being 
followed by constipation. 

Almost all patients complained of capricious appetites. 
Most had an intense desire, sometimes voracious and 
of early onset, for protein foods such as meat and 
cheese. Many women compared their peculiar desire 
for pickles, nuts or other foods to the dietary caprices 
of pregnancy. Some patients gained weight, apparently 
because of excessive caloric intake. In a few there was 
little desire for food and consequent loss in weight. 

In approximately half of the patients taking from 2 
to 4 Gm. of either antibiotic daily the stools became 
odorless, or almost entirely so, within one to three days 
after institution of treatment. The normal odor usually 
returned soon after medication was stopped. In a few 
patients the stools remained odorless or nearly so for as 
long as nine months following treatment. A_ few 
patients noted increased odor of the feces, describing it 
as unusually foul or sickeningly sweet. 

These clinical observations, coupled with results of 
stool cultures before, during and following treatment 
suggested that each antibiotic has a profound and some- 


times prolonged effect on the normal intestinal bacterial 


flora. 

When aureomycin was administered intravenously 
nausea was less and higher blood aureomycin levels 
were attained. Dosage employed in the 4 patients 
treated by this route was 500 to 1,000 mg. daily 
(approximately one fourth to one fifth of the average 
amount given orally). Because aureomycin is know# 


6. Harris, H. J.: Aureomycin and Chloromycetin in Brucellosis (with 
Special Reference to Chronic Brucellosis), abstracted in Bull. New York 
Acad. Med. 25: 458 (July) 1949. 
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to be excreted into the bowel after intravenous admin- 
istration, it was thought wise to give adequate daily 
doses of vitamin B complex parenterally throughout 
the course of treatment. 

In a woman aged 35 perforation of a previously 
unsuspected peptic ulcer occurred during aureomycin 
therapy, with spontaneous healing. Whether or not 
the antibiotic played a role, through direct irritation, 
could not be determined. Among patients treated at 
Mayo Clinic? with oraliy given aureomycin combined 
with parenterally administered dihydrostreptomycin, 2 
persons with culturally proved brucellosis and concur- 
rent peptic ulcer made uneventful recoveries from 
brucellosis without complication. 

\/ucous Membrane Manifestations—Mucous mem- 
brane involvement of moderate to decided severity 
occurred in 24 of the first 79 female patients treated 
with aureomycin and in only one of the 31 males. 
\Vhen chloramphenicol was substituted for aureomycin 
alter subsidence of the symptoms, there was usually 
prompt recurrence. In patients given repeated courses 
of either aureomycin or chloramphenicol there was a 
grvater tendency for severe lesions of the mucous mem- 
brane to appear and to persist. 

(he lesions consisted of a fine red vesiculopapular 
ervption usually first appearing on the uvula, often 
within forty-eight to seventy-two hours, then involving 
the hard palate, pharynx, cheeks, lips and tongue. The 
ora! commissures showed fine to gross maceration and 
fissuring when the process persisted. The main subjec- 
tive complaint was a sore throat. 

the tongue usually became heavily coated after the 
initial stage of glossitis. The coating varied from yellow 
to brown and finally black in some patients unless treat- 
ment was interrupted. Resolution of all oral symptoms 
‘was of variable slowness, persisting for several weeks 
in some patients. 

‘The appearance of the mucous membranes closely 
resembled that in pronounced riboflavin deficiency and 
in some patients taking penicillin orally. An actual 
black, “hairy’’ tongue was observed in 2 patients. 

ln all the first 24 female patients suffering from 
oral mucous membrane lesions there was accompany- 
ing vaginitis and vulval and anal irritation. These 
lesions also occurred in later groups of patients taking 
chloramphenicol and were progressively worse as treat- 
ment was continued, or when repeated courses of either 
antibiotic were given. Anal fissuring, of painful degree 
and accompanied with bleeding, occurred in 2 patients 
among the earlier group. Hemorrhoids appeared in 6 
patients, not necessarily associated with anal fissures. 
Fissuring of the skin of the perineum and vulva also 
occurred. Slight vaginal bleeding occurred in 3 patients. 

It was thought that these mucous membrane mani- 
lestations probably were attributable to actual deficiency 
of components of vitamin B complex, particularly ribo- 

vin, in spite of the rapidity of their development, and 
that they could not be prevented by oral administration 
of vitamin B complex because of the destruction of the 
intestinal bacteria necessary for its synthesis or utiliza- 
ton. When vitamin B complex was administered 
parenterally in later groups of patients, these side effects 
occurred less frequently or resolved more rapidly. 
Later, when larger doses of a potent preparation of 


7. mye E., and Barber, T. E.: The Combined Use of Aureo- 
mycin an ihydrostreptom losis, Proc. 
Staff Meet., Mayo Clin. 2 
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vitamin B complex* were given parenterally, daily 
throughout the course of treatment, mucous membrane 
lesions occurred in fewer patients and in lesser degree. 
The total number of patients receiving this form of 
therapy has been 11 to date. It is possible that ribo- 
flavin alone will be equally as effective, although the 
entire vitamin B complex seems preferable. The 
ascorbic acid and folic acid contained in the B complex 
formula * may have played some role. 

In 1 patient who had received two courses of 25 Gm. 
each of aureomycin and one course of an equal amount 
of chloramphenicol, anal, perianal, vaginal and vulval 
irritation became progressively more pronounced with 
each course. After the third course of treatment oral 
lesions disappeared but perianal, vaginal and vulval 
lesions persisted for more than a month. Lesions typi- 
cal of fungous infection of the skin appeared on con- 
tiguous areas of the thighs. There was painful fissuring 
especially between the labia minora and labia majora. 
Monilia (Candida) albicans was isolated from all these 
lesions, which subsided rapidly after the patient used 
vaginal suppositories containing cetyl pyridinium 
chloride and applied methylrosaniline chloride exter- 
nally. The fungus was identified on culture at the 
Division of Laboratories and Research, New York State 
Department of Health. In another patient C. albicans 
was isolated from vaginal exudate four months after 
aureomycin therapy had been discontinued. Vaginal 
and vulval lesions had begun during the course of 
treatment and had become progressively worse. The 
condition improved steadily when the patient received 
fungicidal treatment. 

In the 4 other patients in whom cultures of vaginal 
or vulval exudate were attempted after use of either 
antibiotic, C. albicans was recovered on culture from all. 

In 1 male patient who had had a single course of 25 
Gm. of aureomycin in February 1949, anal irritation 
had persisted for eight months before he returned for 
reexamination. Itching and burning had begun during 
the course of aureomycin therapy. The cutaneous area 
surrounding the anus-was moist, reddened and slightly 
fissured. C. albicans was recovered on culture. This 
patient had noted nearly odorless stools during and for 
the eight months following aureomycin therapy. 

C. albicans also was isolated from the furred tongue 
of 1 male and 1 female patient during treatment. Cul- 
tures for Candida prior to treatment had been negative. 

A Cryptococcus was isolated from the furred tongue 
of a woman aged 38 five days after a course of 25 Gm. 
of chloramphenicol had been concluded. This fungus 
is being studied further to determine virulence and 
pathogenicity. 

Hematologic Studies——Complete blood cell counts, - 
erythrocyte sedimentation rates and determinations of 
the opsonocytophagic power of the leukocytes were 
carried out routinely in all patients before, during and 
after use of either antibiotic. In 1 patient eosinophilia 
(10 per cent) occurred after a course of aureo- 
mycin therapy; then the eosinophil differential count 
returned to a normal range ; in the same patient eosino- 
philia (22 per cent) occurred later after a course of 
treatment with chloramphenicol, again with return to a 
normal eosinophil level. No other changes in blood 


_ 8. Folbesyn® was supplied for this purpose by Lederle Laboratories, 
Division American Cyanamid Company. Each 2 cc. of solution as 
administered contains thiamine hydrochloride 10 .» sodium pantothenate 
50 mg., riboflavin 10 mg., pyridoxine hydrochloride 5 mg., ascorbic acid 
100 mg. and folic acid 3 mg. 


164 AUREOMYCIN AND CHLORAMPHENICOL—HARRIS 


cells were noted in any patient except in a girl 8 years 
of age to whom aureomycin was administered when she 
was almost moribund. There had been a progressive 
fall in the total white blood cell count and in the 
leukocyte-lymphocyte ratio prior to aureomycin ther- 
apy; after six days of treatment with aureomycin her 
total white count had fallen to 1,000 cells, with 1 per 
cent polymorphonuclear neutrophils. Blood cultures had 
heen sterile, but there was strong evidence that the girl 
was suffering from subacute bacterial endocarditis 
rather than brucellosis. Her condition had improved 
rapidly after twenty-four hours of aureomycin therapy. 
After the sixth day penicillin was substituted for 
aureomycin, and she made an uneventful recovery. 

Sedimentation rates, when elevated prior to treat- 
ment with aureomycin or chloramphenicol, became 
normal in approximately half of the cases and remained 
elevated in the remainder. 

In approximately one third of the cases there was no 
significant change in the phagocytic index ; in about one 
third the index rose, and in the remaining third it was 
lower. The significance of these observations has not 
vet been evaluated. 

The serum protein level and the albumin-globulin 
ratio was determined only in recent cases, with no 
apparently significant observations. 

Subungual hemorrhage affecting only the thumbs 
and great toes occurred in 1 female patient; vaginal 
bleeding of slight degree occurred in 3 patients and 
rectal bleeding in 3. No tendency to abnormal bleeding 
was noted in any of the males. Special studies to 
determine the mechanism were: not made. In retrospect, 
vitamin K deficiency is suspected. 

Neurologic Manifestations.—Several patients com- 
plained of drowsiness, mild mental confusion or irri- 
tability, not necessarily attributable to the antibiotics. 
In 1 patient severe occipital headache persisted for two 
weeks following therapy and was accompanied with mild 
signs of meningismus. In 1 patient there were transient 
visual disturbances, lasting about an hour on the third 
day of treatment with chloramphenicol. No instance 
of dysfunction of the eighth nerve was noted. 

Herxheimer Reaction—A Herxheimer reaction of 
brief duration occurred in 1 acutely ill man aged 38 
whose blood cultures had yielded Brucella abortus. 
Clinical recovery was rapid, but blood cultures were 
positive after each of the first two courses of aureomycin 
therapy, then remaining negative after the third course. 
In a woman aged 35 a similar reaction occurred follow- 
ing the first intravenous dose of aureomycin but did 
not recur after subsequent doses. 

Urinary Tract Manifestations —Frequency of mictu- 
rition, with or without slight discomfort, occurred in 8 
of the first 110 females treated with aureomycin and 
3 of the first 25 patients treated with chloramphenicol, 
all in females. The only abnormal urinary observations 
were large numbers of vesical epithelial cells. 

Dermal Manifestations.—Fleeting generalized urti- 
caria occurred in 3 patients treated with aureomycin 
and slight generalized desquamation in 2 others. In 2 
male patients severe solar dermatitis developed on areas 
of the skin exposed to summer sunlight, necessitating 
withdrawal of the drug. In 4 female patients a fleeting 
sunburn-like erythema, accompanied with pronounced 
tachycardia and chills, developed while chloramphenicol 
was being taken, affecting only areas previously (not 
currently) exposed to sunlight. In 3 of the 4 patients 


there seemed to be definite correlation between inges- 
tion of alcoholic beverages and the recurrent erythema, 
tachycardia and chills. 


RESULTS OF TREATMENT 


No accurate statistical attempt to evaluate results of 
treatment can be made at this time. Some patients 
must be excluded because of the uncertainty as to the 
activity of Brucella infection at the time treatment was 
given. The remainder will have to be kept under 
observation for periods of several years. However, the 
impression is definite that both aureomycin and chlor- 
amphenicol favorably influence the course of brucellosis, 
acute or chronic. 

Desensitizsing Effects —Previously existing myalgia, 
arthralgia, malaise and fatigue, especially in those hyper- 
sensitive to Brucella organisins, were temporarily 
aggravated in about 20 patients, usually lessening after 
a few days and completely disappearing in the majority. 
In a veterinarian with chronic arthritis of a metacarpo- 
phalangeal joint of two years’ duration there was reso- 
lution of the redness, swelling and pain during the 
course of aureomycin therapy, along with lessening of 
headache, fatigue and malaise. (In 3 patients in whom 
there was a concomitant classic rheumatoid arthritis, 
no effect on the sedimentation rate or other manifesta- 
tions of the arthritis was noted.) 

In 2 hypersensitive male patients treatment was begun 
while large necrotic skin reactions following intradermal 
tests still were present. One received chloramphenicol 
and the other aureomycin. Healing of the necrotic 
skin areas was then rapid, after having remained sta- 
tionary for six and eight weeks. Symptoms referable 
to brucellosis diminished commensurately; 1 patient 
has remained symptom free for the ten months of 
observation that has followed. In the other patient 
improvement was definite but less pronounced. 

In other hypersensitive patients in whom attempts 
at desensitization to a Brucella antigen had been unsuc- 
cessful prior to use of the antibiotic, less difficulty was 
experienced in bringing about desensitization with the 
same type of Brucella antigen following use of aureo- 
mycin or chloramphenicol. 


COMMENT 

Many side effects resulting from the oral administra- 
tion of aureomycin hydrochloride and chloramphenicol 
(chloromycetin®) were noted in ambulatory patients 
with low grade chronic brucellosis. Close observation 
was necessary to detect the nature of some. Further 
study will be essential to determine the full extent and 
significance of the biochemical processes which are set 
in motion. 

There is a strong suggestion that Monilia (Candida) 
albicans, a normal inhabitant of the bowel, may over- 
grow and perhaps gather virulence following destruc- 
tion of the intestinal bacterial flora by the action of 
aureomycin or chloramphenicol, then invading tissues 
the resistance of which may have been lowered by the 
effects of riboflavin or vitamin B complex deficiency. 
The possible permanence in the changes in the intes- 
tinal flora and therefore in nutritional status in general 
must be considered. The possibility that virulent strains 
of C. albicans may develop which may be capable of 
invasion of more vital tissues must be borne in min 
The necessity for careful supervision of patients during 
and for long periods following treatment with these 
antibiotics is suggested. 


1 
I 


Votume 142 
NuMBER 3 


ADDENDUM 


Further evidence that estrogen deficiency also may 
play some role in the production of vaginitis during 
aureomycin therapy has come to light since this paper 
was submitted for publication. Two married women, 
aged 38 and 48, have reported subsidence of severe 
vaginitis (which had begun during aureomycin therapy 
and had progressed for several weeks) promptly after 
they received single parenteral doses of estrogens. 
Cultures for Candida albicans were not carried out in 
either instance. 


20 Fifth Avenue (11) New York. 
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MELANCHOLIA 
Clinical Study of Fifty Selected Cases 


THEODORE T. STONE, M.D. 
and 
B. CULLEN BURRIS, M.D. 
Chicago 

Since 1940, when one of us (T. T. S.) started to 
treat various forms of mental illness with the newly 
discovered shock technics, an unusual situation has been 
found in many cases of melancholia. In a large number 
o| cases of mental depression this commonly occurring 
predicament was not recognized. Instead, these patients 
were treated for such conditions as diabetes mellitus, 
hypertension, menopausal syndrome, arteriosclerosis, 
neuritis, fatigue, cachexia, thyroid disease, chronic gall- 
bladder disease, senility, chronic gastric and peptic 
ulcer, brucellosis or anemia. Although some of these 
patients did have high blood pressure, sugar in the 
urine or signs of the menopause, the diagnosis of 
melancholia was not made until late in the disease. 
The elapsed time from the onset of the symptoms to 
the time of accurate recognition of the disease was three 
to thirty-six months. This failure of accurate classifica- 
tion was found only occasionally in cases of the cyclic 
form of manic-depressive illness but almost always in 
the melancholia of later life. In women this depression 
Was associated with or occurred during or after the 
menopause; in men the condition appeared in the 
fourth or fifth decade. 

ecause this type of mental disease in its early form 
or stages responds so readily to electric shock therapy 
and because proper therapy may be preventive of sui- 
cide, the general practitioner should be aware of the 
early symptoms to recognize the condition more fre- 
quently and easily. The cyclothymias are only rarely 
missed in diagnosis because such patients have had 
previous attacks or episodes. We have selected 50 
patients in the melancholia group who had received 
treatment for some of the various illnesses mentioned. 
Several of the patients finally came into our psychiatric 
unit but were almost sent home because the practitioner 
convinced the patient or the relatives that the patient did 
not belong in the psychiatric unit. In some instances 
such patients were taken out of the unit. Leaving the 
unit appeals to and is more acceptable to the patient, 
chiefly because he does not want to be in an enclosed 


Professor in Nervous and Mental Diseases (Dr. Stone); Resident 
Physician (Dr. Burris). 

_ From the Department of Nervous and Mental Diseases, Northwestern 
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place. Fortunately, the rules in our unit preclude the 
transfer of such patients to the general part of the 
hospital unless they are normal mentally. This ruling 
has eventuated in differences of opinion among the 
various physicians, but the entire attending staff of our 
department favors such a ruling. This decision has 
prevented many accidents such as syicide, absconding 
irom the hospital or any of the other situations which 
a human being without reason, insight or mental clarity 
may create. 

The early symptoms of melancholia are so definitive 
and suggestive that an alert practitioner of medicine 
should be able to make a correct diagnosis without 
difficulty. In thirty years of practice one of us 
(T. T. S.) has seen many patients with melancholia 
and has heard repeatedly three or four common com- 
plaints: sleeplessness, loss of appetite, loss of weight 
and “nervousness” or agitation. When these complaints 
are found in a woman in the fourth and early part of 
the fifth decades, the physician must consider melan- 
cholia in his differential diagnosis. He should ask the 
patient if she has any of the many other symptoms 
found in this disease. Such a patient shows an anxious, 
apprehensive agitation with profound emotional depres- 
sion. There are symptoms of debasement and dejection 
of spirit. In many cases after insomnia, loss of weight 
and loss of appetite appear, the involved person has 
vague symptoms such as pressure on the head, pain, 
vertigo, irritability and emaciation. The patients 
hecome progressively worse and develop agitation with 
anxiety, apprehension, fear of impendmg danger and 
frequently delusion of sin. The feelings of depression 
usually become profound with increasing motor agita- 
tion. The patient may wring the hands, moan and 
groan, and perhaps repeat such phrases as, “O my God, 
O my God;” “It is a fearful thing,” or “Good Lord, 
help me.” She may constantly repeat, “Doctor, will 
I be done away with tonight, and will I be here tonight 
the same as last night?” One patient refused to eat 
and said, “I do not deserve any food. I have done 
so many sins.” Consciousness is not clouded; orienta- 
tion is usually normal. Self depreciation and_ seli 
accusation are the rule. 

Another type of melancholia seen in our cases is 
characterized by severe psychomotor retardation; the 
patient sits quietly, not talking, and staring into space. 
These patients appear stuporous, resembling the stupor 
of catatonia. However, if the physician can get the 
patient to talk, the patient seems entirely able to 
answer questions readily and relevantly. Clouding of 
consciousness develops gradually with hallucinations of 
sight and hearing plus self-inflicted injuries and 
attempts at suicide. If the patient does not receive 
treatment a rapid course may ensue, ending in death. 
This group also may complain of much precordial 
distress with tachycardia and occasionally difficulty in 
breathing. Suicide is common in this type of patient. 
The hallucinations are hypochondriac and nihilistic with 
feelings of unreality. 

The detailed study here reported of patients whose 
disease was diagnosed as melancholia was made because 
we found more errors and delay in classifying this 
type of disease properly than in classifying mental 
depression of the manic-depressive group. The latter 
group is also known as the cyclic type because of its 
occurrence in attacks and episodes. Further, the condi- 
tion begins earlier in life and may appear after the 
birth of the first child. This type also includes episodes 
of mania or hypomania, but in melancholia such attacks 
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seldom occur. Kraepelin’ originally described melan- 
cholia as a separate mental entity not at all related to 
manic-depressive psychosis. Subsequent to the study of 
Dreyfus,’ however, in which 81 cases of mental depres- 
sion showed that melancholia and merital depression 
in manic-depressive psychosis were entirely the same, 
K\raepelin * changed his classification and put melan- 
cholia in the same group as manic-depressive psychosis. 

Melancholia, when seen and treated early, offers 
excellent prognosis. In few cases in our group and 
in others reported did complete cure fail to occur. 
Actually, 95 per cent of our patients completely 
recovered or made excellent adjustment and were able 
to return to their usual routine. In 6 of our cases, 
however, recovery required two to four years. These 
six were included in the 95 per cent mentioned. In 
1922 Hoch and MacCurdy* stated that all patients 
with involutional melancholia recover unless they show 
a dominant symptom such as severe insufficiency of 
affect, peevish or autoerotic behavior or ridiculous 
hypochondriac delusions. These last impositions are 
usually concerned with the alimentary tract. They 
stated that this condition may require four years from 
the onset to complete recovery. In the others who do 
not recover the condition runs a chronic course or the 
patients die from an intercurrent disease without mental 
improvement. 

REPORT OF CASES 

The following cases concern persons who received 
treatment before entering our unit. Such treatment was 
for conditions or illnesses other than melancholia or 
mental depression. These patients were treated in our 
unit for either melancholia or mental depression. The 
chief therapy was electric shock given every day for 
ten days unless otherwise noted. In 2 patients daily 
injections of insulin were given for seven days. Ninety- 
five per cent (47 patients) of this group completely 
recovered, 

Cast 1—A woman aged 45 was ill for seven months previ- 
ous to admission to the psychiatric unit. She complained of 
nervousness, nausea, insomnia, loss in weight, heavy feeling 
in the pit of stomach, loss of interest and absence of menstruation 
for the past four months. Her physician prescribed sedation 
and injections of estrone, but improvement did not occur. The 
illness was diagnosed in our unit as melancholia, and the 
patient received ten electric shocks. She was discharged nine- 
teen days after admission as fully recovered, and for the past 
eighteen months she has been free from any recurrence. 

Case 2—A woman aged 55 was ill for six weeks prior to 
admission. She complained of worry about her daughter’s 
approaching marriage, epigastric pain, headache, insomnia, loss 
in weight, nervousness and weakness. She was treated by 
several physicians, who told her she was nervous and gave 
her “nerve medicine,” but her condition remained the same. 
She was admitted Dec. 15, 1947 and received thirteen electric 
shocks for melancholia; she was discharged as completely well 
twenty-four days later. The patient was last seen Jan. 7, 
1949 and has not had recurrence. 

Case 3—A woman aged 48, ill for four months before 
admission, complained of anorexia, insomnia, agitation and 
worry; she was uninterested in housework, had fear of cancer, 
threatened suicide and was extremely nervous and upset by 
noises. She received dilatation and curettement at the onset 
of her illness, weekly injections of estrogenic substances and 
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sedatives, but without improvement. She was admitted to our 
unit with a diagnosis of involutional melancholia and was 
given sixteen electric shocks. Thirty days after admission the 
patient was discharged with complete recovery, and there had 
not been recurrences to June 1, 1949. 

Case 4.—A woman aged 47 was ill for three and one-half 
years prior to her admission. Artificial menopause was pro- 
duced surgically sixteen years previous to the onset of her 
present trouble. In the early part of 1942 there developed 
fatigue, inability to concentrate, pain in the upper part of the 
abdomen and chest with spells of crying, hot flushes and 
inability to do any work at home. There was loss in weight 
and decided insomnia. Many physicians gave roentgen ray 
treatments, tonics, vitamins, soothing medicines and injections 
of endocrine substances. She did improve for a few weeks, in 
that she was able to sleep, but after this period pronounced 
insomnia developed with anorexia and fatigue. On June 19, 
1945 she entered our unit with a diagnosis of involutional 
melancholia. She was given eleven electric shocks and was 
discharged as completely recovered thirty-three days after 
admission (July 22). There has been no recurrence since. 

Case 5.—A woman aged 71 was ill for fifteen years previous 
to her admission. She had had several previous episodes 
of mental depression since she was 35 years of age, and this 
last attack, of fifteen years’ duration, started with worry, loss 
of interest, weakness, inability to carry on with her duties at 
home, insomnia, loss in weight and decided anorexia. ‘Twelve 
days previous to her entrance in our unit she complained of an 
excessive feeling of passion or uneasiness in her vagina. This 
Was upsetting and caused the patient to seek help. She was 
admitted to the unit Nov. 8, 1945 with a diagnosis of mental 
depression in a manic-depressive psychosis. For three months 
prior to our institution of therapy she was confined in a mental 
sanatorium, taking baths with sedation, but made no improve 
ment. During her stay with us she received thirteen electric 
shocks ; she was discharged thirty-six days later (December 13) 
as recovered. There has been no recurrence. 


Case 6.—A woman aged 26 became ill two weeks before 
admission into our unit. She complained of being downhearted, 
and of loss of interest, crying spells, feeling of inadequacy 
and self-depreciatory ideas. At this time she was treated by a 
physician in St. Louis for tearing of adhesions in her abdomen 
and was given sedatives without improvement. One day before 
her admission into Wesley Memorial Hospital she attempted 
suicide by swallowing a large number of phenobarbital tablets 
(the exact number is not known) and was unsuccessful. Ten 
years previously she had her first attack of mental depression, 
which lasted for sixteen months. She entered our unit on 
Oct. 12, 1945 with a diagnosis of manic-depressive illness and 
was discharged as recovered on November 18, after receiving 
twenty-three electric shocks. There have been no recurrences 
since 1945. 

Case 7—A woman aged 26 was ill for three months 
prior to our examination. After she gave birth to a baby there 
had developed pronounced fatigue, nervousness and a sense 
of confusion and helplessness. She wanted to die because she 
felt unable to care for her offspring and thought that she was 
hopelessly involved. Medical treatment by four physicians 
did not improve the condition of the patient. She was sent 
to us Oct. 9, 1946, and a diagnosis of puerperal psychosis 
(melancholia) was made. She was given ten electric shocks and 
after eighteen days was discharged as fully recovered. There 
have been no recurrences to date. 

Case 8—A man aged 51 was ill for one year previous to his 
admission to our unit. He had chronic fatigue, backache, a 
nervous and “jittery” feeling, hot flushes, sensations of hopeless- 
ness, slowing up, insomnia and anorexia. He always had been 
active, but in the past twelve months he just sat around moping 
and doing nothing because he believed he was never to get well. 
During this time he was actively treated for brucellosis 
(undulant fever). He brought letters from his physicians 
relating the tests and treatment that he had received. Our 
examination revealed that the patient was melancholic, and we 
admitted him into our unit. All results of tests to determine the 
presence of brucellosis were negative. He had no fever. After 
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ten electric shocks and twenty-four days in the unit he was dis- 
charged as having made a complete recovery. 

Case 9—A woman aged 53, ill for fourteen months 
prior to our examination, became nervous, lost interest 
in everything, was unable to eat or sleep, had ideas of self 
- depreciation and self accusation and spoke of her futility. She 
had ideas of suicide but never attempted it. She was admitted 
into our unit on March 23, 1949 as melancholic. Her phy- 
sician came to the psychiatric unit and told the patient that 
she did not belong there and that her problem was diabetes 
and not insanity or melancholia. This medical practitioner also 
made the foregoing statement to our resident physician and to 
the patient’s husband. One of us (T. T. S.) insisted that melan- 
cholia was the problem, and the patient’s husband and her 
home-town physician agreed with the diagnosis of melancholia. 
She was given eight electric shocks and was discharged twenty- 
four days later (April 16) with complete recovery. After three 
electric shocks her glycosuria vanished and has not recurred 
to date. 

Case 10—A woman aged 53, ill thirteen months previous to 
her admission into our unit, complained of fatigue, listlessness, 
hot and cold flushes, anorexia, insomnia and loss of weight. 
\ gynecologist gave her weekly injections of estrogenic hor- 
mones for ten months without improvement. She was admitted 
t) our unit with a diagnosis of melancholia and was given ten 
elhctrie shocks. She made considerable improvement but 

\oressed ideas of self depreciation, stating that she “pulled 

wool over her husband’s eyes for twenty-five years.” She 
felt that all of her behavior was artificial, that she was being 
vnished for it now and that she would never get well; she 
asked the physician to shoot her. Despite this she never enter- 
tuned ideas of self destruction. She was given twelve more 
electric shock treatments without favorable change. Her hus- 
hand refused to give us permission to use insulin shock therapy, 
an she was sent to a sanatorium. After thirty months she was 
sent home to assist her children in their forthcoming marriages, 
am! she made a complete recovery. There have been no recur- 
rences to date. 

COM MENT 


This clinical study has revealed the early signs and 
symptoms of 50 cases of melancholia, with analysis of 
the onset included so that the results would be accu- 
rately and quickly recognized as those obtainable in 
inelancholia with proper treatment instituted at once. 
The 50 patients with this syndrome were treated for 
other conditions from three to thirty-six months after 
the onset, and diagnosis of melancholia was not made 
in these cases initially. The failure to recognize the 
nature of the illness of these persons caused considerable 
difficulties in the home and business life of the patients 
and called for unnecessary expenditure of money. 
Further, it exposed these persons to many attempts 
at self destruction, and when the latter was attained 
such patient needed no treatment. The prime reason 
for this study is to call the attention of the medical 
practitioner to these problems so that this syndrome 
will be recognized early, because treatment of melan- 
cholia now results in an almost 100 per cent recovery. 

The early signs of melancholia in our 50 cases were: 
(1) psychomotor retardation (slowness in walking, 
talking and response to questions); (2) no clouding 
of consciousness, and (3) staring expression with 
“glassy eye appearance and masked facies.” The symp- 
toms were (1) anorexia, (2) loss in weight, (3) 
insomnia, (4) nervousness (tension, agitation and 
panic), (5) ideas of self depreciation and self accusa- 
tion and (6) last but not least, the patient’s feeling 
better in the late afternoon and evening. The fore- 
going signs and symptoms appear in no disease except 
melancholia (involutional) and mental depression 
(manic depressive). At the present time these two 
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types of disease are thought to be the same in char- 
acter and are so classified. With all the foregoing 
signs and symptoms our patients absolutely showed no 
clouding of the consciousness, no involvement of 
orientation and no defect in formal thinking. It was 
extremely difficult to elicit these characteristics in 10 of 
our stuporous patients. 

The 50 selected cases in this clinical study revealed 
the following classification and treatment of patients 
prior to the diagnosis of melancholia: Nine patients 
were treated for diabetes mellitus, 5 for hypertension, 
2 for arteriosclerosis, 6 for chronic thyroid disease, 
14 for menopause, 2 for fatigue, 2 for gastric or peptic 
ulcer and 4 for chronic gallbladder disease; 1 received 
treatment by several physicians for brucellosis for one 
year ; 2 were treated for hysteria; 3 were labeled senile, 
and the families were told that the patients were incura- 
ble. Twelve of the aforementioned patients were 
informed that they were nervous and must make up 
their minds to get well; they were not given medi- 
caments. One patient (case 4) died twelve days after 
admission to our unit: during her illness for six months 
prior to our examination she was treated for diseases of 
the female genital system and had a hysterectomy. We 
gave her eleven electric shocks; she died of pulmonary 
embolism after receiving the eleventh shock. Eighteen 
patients received treatment for more than one condition. 
Two received roentgen ray treatments and 4 surgical 
treatment; 1 had a thyroidectomy, 1 hysterectomy, 
1 spinal fusion and 1 cholecystectomy. Three patients 
received supportive and symptomatic treatment, and 
1 was given therapy for abdominal adhesions previous 
to the institution of therapy for melancholia. 

From the foregoing observation it can readily be 
seen that in all 50 cases the patients received some 
form of treatment other than that for melancholia. 
When the diagnosis of melancholia was accurately made 
and treatment with electric shock was given, 48 patients 
recovered, making a 95 per cent adjustment rate possi- 
ble. One patient died from pulmonary embolism twelve 
days after admission, and 1 failed to recover after both 
electric shock and insulin shock treatment. This patient 
was first seen on April 27, 1948 but received no shock 
treatment until April 25, 1949. She had two lucid 
intervals—one of ten hours’ duration and the other 
twenty-four hours in duration. The two periods of 
mental lucidity occurred after the patient received daily 
injections of insulin for one week. Because of this 
response, it has been decided to give her two electric 
shocks per week, requiring her to come to the hospital 
unit for such treatment and then to go home. At home 
she will try to do her housework, prepare the meals and 
carry on with her duties. It is our opinion that this 
patient will make a satisfactory adjustment.’ Although 
we realize that conclusions should not be drawn from 
observations in 1 patient, we cannot resist declaring 
that if proper therapy had been given to this patient 
one year previously, when her illness started, she would 
have made a satisfactory adjustment in three to four 
weeks. 

From this study we are unable to state whether any 
given patient with melancholia will or will not recover. 
Theretore, all patients with this syndrome should be 
given a course in electric shock treatment at once unless 
there is a definite contraindication. Should this fail, 
a course of insulin shock treatment is indicated. From 
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the case reports it may appear that these 50 patients 
received no therapy other than electric shocks, but 
nothing could be further from the truth. This paper 
was written primarily for the development of clinical 
symptoms of melancholia; hence, other forms of treat- 
ment are not discussed. At a later date another study 
will be made and other forms of treatment of this impor- 
tant illness will be considered. It must be mentioned 
here, however, that when our patients were coming out 
of their confusion, the whole staff had daily sessions 
with each patient in an attempt to determine causative 
factors or other problems requiring analysis and expla- 
nation. Fears and doubts were explained, and peculiar 
and inaccurate thoughts were rationalized and cleared 
whenever possible. As far as we have gone, studies of 
this disease have not disclosed any specific causative 
jactors. The fact that in many patients this disease 
developed during or immediately after the menopause 
should at first call the investigator's attention to the 
point that ovarian, thyroid and _ pituitary changes 
may produce melancholia. Interestingly enough, how- 
ever, the giving of estrogenic hormones with or without 
thyroid extract has never, in our practice, resulted in 
recovery from melancholia. Similarly, the presence of 
glycosuria is not indicative of diabetes but denotes the 
possibility of melancholia being a metabolic problem. 
Dietary regimens did not result in the disappearance 
of the glycosuria or the cure of the melancholia; the 
glycosuria found in 9 of our patients was not associ- 
ated at any time with hyperglycemia. After patients 
received four or five electric shocks sugar was not found 
in their urine. 

On analysis of our 50 cases, 38 were in the melan- 
cholia group, 10 in the mental depression (manic- 
depressive psychosis ) group and 2 in the psychoneurotic 
depression group. 

SUMMARY 

Fifty cases of melancholia, mental depression and 
psychoneurotic depression are reported. They were 
not classified as such, and the patients were treated 
for some other condition or conditions from three to 
thirty-three months before the diagnosis of melancholia 
was made. Forty-eight of these patients have recovered. 


Otolaryngology. — Sir Alexander Fleming’s colossal dis- 
covery of the antibacterial effects of penicillin has revolutionized 
the practice of otolaryngology and altered it to such extremes 
that it now bears only a faint resemblance to its stature of a 
decade ago. Here we observe the tremendous effects of con- 
temporary discovery. The acute infections of the pharynx, 
retropharyngeal abscess, peritonsillar abscess and the deep sup- 
purations of the neck have nearly vanished. The acute inflam- 
matory processes within the sinuses run a course of short dura- 
tion and seldom give rise to complications under the influence 
of the chemotherapeutic and antibiotic agents. The serious 
complications of mastoiditis which comprised a_ significantly 
important responsibility of otolaryngological practice and held 
the major interest of the members of our profession ten years 
ago are rarely in evidence today. The almost complete annihi- 
lation of temporal bone surgery and the marked decrease in 
the incidence of acute suppurative processes within the struc- 
tures to which we give attention have prompted the statement 
many times in otolaryngological circles that otolaryngology 
has entered upon a period of decadence. The future of oto- 
laryngology is, however, by no means dark. There are great 
resources in this field which have not yet been tapped and these 
will be made available through scientific research.—A. C. 
Furstenberg, A Chronicle of One Hundred Years of Otolaryn- 
gology, Bulletin of the New York Academy of Medicine, 
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AN APPROACH TO THE PROBLEM OF THE 
“BRITTLE” DIABETIC PATIENT 


Study of Six Cases 


E. A. HAUNZ, M.D. 
Grand Forks, N. D. 


Categorically, about 50 per cent of diabetic patients 
are well controlled by dietary restriction alone, while 
the remainder require insulin coupled with such dietary 
restriction.'. Of the latter group “at least one hali of 
them can be balanced without difficulty by the use of 
moderate amounts of almost any type of insulin.” ' 

The remaining 25 per cent who comprise the third 
category are characterized as having severe diabetes." 
If the clinician is not a “purist”? or a “free dieter’* 
he may achieve relatively good control in the vast 
majority of these severe cases. The “purist” approach 
is unwise here since it frequently invites hypoglycemic 
reactions. Conversely, the “free dieter” is often defeated 
in his therapeutic objective by repeated insults of severe 
hyperglycemia, glycosuria and even ketosis. Successful 
management in this group, therefore, is usually the 
reward of the “middle of the roader”* whose thera- 
peutic approach is neither too fastidious nor too liberal. 

Within the group of persons with severe diabetes 
there exists an exclusive minority who comprise the 
extremely severe labile or (as termed by Woodyatt *) 
“brittle” diabetic patients. It is with this minority that 
the present paper is concerned. 

The “brittle” patients, with few exceptions, are 
usually persons with long-standing diabetes mellitus in 
the younger age group, including childhood. They 
are frequently mentally depressed with reactions of 
futility and frustration for obvious and rather justifiable 
reasons. The resultant personality disorder ojten 
breeds carelessness in their self management, and they 
may drift from physician to physician in vain search 
for one who knows the whole answer. In time they 
are apt to acquire the reputation of being undesirable 
patients, as their lives become a vicious pendulum 
swinging alternately between severe hyperglycemia with 
ketosis and hypoglycemic shocks. Finally the urgent 
need for tactful psychotherapy and understanding may 
equal, if not outweigh, the need for a complete revision 
of therapeutic approach. Such patients are not firmly 
established as “brittle” diabetg persons until they have 
at least attempted to cooperate conscientiously under 
competent guidance and instruction. 


From the Department of Internal Medicine, Grand Forks Clinic. 

Read at the Regional Meeting of the American College of Physicians, 
Grand Forks, N. D., Sept. 10, 1949. 

Technical assistance in this investigation was given by Naomi L. 
Stein, M.T., Dorothea Breidfjord, M.T., and the Grand Forks Deaconess 
Ilospital. 

1. (a) Rohr, J. H., and Colwell, A. R.: Comparison of Intermediate 
Insulins, Proc. Am. Diabetes A. 8: 39, 1948. (b) Colwell, A. R.: Diabetes 
Mellitus in General Practice, Chicago, Year Book Publishers, Inc., 1947. 
Palmer, L. J.: Insulin in the Treatment of Diabetes Mellitus, J. A. M. A. 
132: 502 (Nov. 2) 1946. 

2. Basic principles of the three sects of clinicians advocating fixed 
procedures for diabetes therapy are defined as follows: “Purist’’ advocates: 
(a) no sugar, diet carefully calculated and measured, adequate maintenance; 
‘b) normal blood sugar level constantly maintained; (c) glycosuria com- 
pletely checked, and (d) regards this plan as either (1) a temporary 
measure or (2) a permanent plan. “Free dieter” advocates: (a) carbo- 
hydrates, including sugar, as desired; (b) blood sugar level disregarded; 
(c) glycosuria disregarded, and (d) protamine zinc insulin once a day— 
no other form of insulin. “Middle of the roader’’ advocates: (a) no 
sugar, diet with about 150 Gm. carbohydrate, adequate protein; (b) no 
blood sugar level as far as possible, at least at intervals during the day; 
(c) most specimens sugar free, some may at times contain sugar, no more 
than 10 to 20 Gm. in twenty-four hours, and (d) avoid hypoglycemic 
reaction. Mosenthal, H.- O.: Management of Diabetes Mellitus: An 
Analysis of Present-Day Methods of Treatment, Ann. Int. Med. 29:79 
(July) 1948. : 

3. Woodyatt, R. T.: Diabetes Mellitus, in Cecil, R. L.: A Textbook 
of Medicine, ed. 4, Philadelphia, W. B. Saunders Company, 1938, .p. 620. 


T's 


Votume 142 THE “BRITTLE” DIABETIC PATIENT—HAUNZ 


NumBer 3 


A high insulin requirement is not the sole criterion 
of severe diabetes: Indeed, insulin requirements in 
excess of 200 units daily characterize a diabetic person 
as insulin resistant * and not necessarily as having a 
severe or “brittle” case.° 


MANAGEMENT OF “BRITTLE” DIABETIC PATIENTS 


It is obvious that any diabetic person who exhibits 
decided instability of control should be given the benefit 
of exhaustive medical evaluation before being dismissed 
irom the hospital or physician’s office on any given 
routine of control. Careful history, physical exami- 
nation and laboratory investigation ‘should be directed 
toward discovery of a multitude of causes of the “brit- 
ie’ state including focal infections, endocrine imbalance, 
negligence of the patient, obesity and faulty absorption 
of insulin.© Many patients will thus be screened out 
as amenable to corrective measures, and those who 
remain might be aptly termed true “brittle” diabetic 
patients. Such persons comprise only about 2 per cent 
of all diabetic patients.’ 

Presented with the problem of the true “brittle” 
diabetic patient the clinician must face the challenge to 
achieve a reasonable measure of control. The chief 
objectives of insulin therapy in these cases are to avoid 
the extremes of severe hyperglycemia with possible 
Letosis and variable degrees of hypoglycemic shock. It 
is not within the scope of this paper to deal extensively 
with the argument for and against the use of various 
‘pes of insulins. No single preparation is the answer 
in all cases. In terms of the true “brittle” diabetic 
patient, however, evidence will be presented to indi- 
cate that, in general, modified or long-acting prepara- 
tions should not be utilized. Pure protamine zinc 
insulin is unequivocally censored for this type of dia- 
hetic patient. Considerable controversy exists regard- 
ing the comparative efficacy of mixtures of protamine 
zine and regular insulin and globin insulin used alone 
or in conjunction with supplements of unmodified insu- 
lin. Opinions are evenly divided in favor of * and in 
lack of preference for globin insulin.* It has been 
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emphasized that acid or clear insulin modifications 
“seem more likely to dump out their insulin at odd 
moments and result in unexpected hypoglycentic reac- 
tions.” The varying proportions so easily achieved 
with insulin mixtures make this individualized therapy 
at least equal, if not superior, to the the use of globin 
insulin. Yet neither of these preparations insures ade- 
quate control for the true “brittle” diabetic patient. The 
new stable modified insulin, NPH 50 (crystalline 
protamine zinc insulin with px of 7.2, 0.50 mg. of 
protamine being contained in 100 units of this insulin ), 
is considered in much the same category as individual- 
ized mixtures on the basis of preliminary observations."' 

An extensive review of the literature on the efficacy 
of various insulin modifications justifies the remark that 

“each proponent of a new preparation emphasizes its 
presumed adv antages out of proportion to its true 
position in the picture.” * Certainly each preparation 
has its authentic indications if one is realistic about its 
limitations. 

In the maze of opinions one fact stands preeminent : 
Unmodified insulin most nearly approaches the endoge- 
nous insulin of the human body. Therefore it is logically 
the safest and most dependable of all the insulins. Its 
use in the vast majority of insulin-treated diabetic 
persons is nevertheless outmoded by the nicety of con- 
trol which obtains from the use of modified insulins, 
particularly individualized mixtures, globin and_ the 
newer NPH 50 insulins. However, the present paper 
was inspired by the conviction that the majority of 
true “brittle” diabetic patients are best treated with 
regular insulin exclusively, despite the inconvenience of 
multiple injections. The 6 cases of true “brittle’’ dia- 
hetes herein reported are offered as confirmatory evi- 
dence for this statement. 


REPORT OF CASES 


Among a group of 310 diabetic patients who were 
under clinical observation for a period of two years or 
more, a total of 6 were classified as true “brittle” dia- 
betic patients according to the criteria set forth in the 
preceding text. Before selection for special clinical 
study each of these patients had been given the benefit 
of painstaking supervision, every attempt having been 
made to establish adequate control with various combi- 
nations of dietary and insulin therapy. The failure to 
find a solution and the frequency of ketosis and hypo- 
glycemic reactions, despite all efforts to the contrary, 
prompted excellent cooperation on the part of all 6 
patients in the plan of hospital study proposed. This 
plan consisted of the following: Each patient was 
hospitalized for a period of three to five days, the pur- 

se of which was to effect a transition from the existing 
insulin dosage to appropriate doses of regular insulin 
exclusively. During each twenty-four hour period a 
total of five blood sugar determinations were made at 
regular intervals, and the resultant twenty-four hour 
levels were graphed to depict the so-called tagesprofil,'® 
or daily profile. Determinations were made at 8 a. m., 
11 a. m., 4 p. m. and 9 p. m., and a fifth blood sample 
was withdrawn at a variable interval between 3 and 
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5 a. m. Doses of regular insulin were administered 
accordingly, to reduce fluctuations in the twenty-four 
hour ctftve to an optimal level which as nearly as possi- 
ble avoided the extremes of ketosis and insulin shocks. 
A brief report of each case follows with illustrative 
charts. For the sake of brevity only the most salient 
jeatures will be reported, emphasizing the therapeutic 
problem posed by each case and its attempted solution. 
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Chart 1 Cease 1). -Blood sugar profiles over a period of five days. In 
this and im succeeding charts the heavy line indicates the curve finally 


lected and the insulin dosage which accomplished this; the broken line 
indicates the blood sugar level below which insulin reactions occur, and 
the letter A denotes regular insulin. With minor variations this dosage 
schedule maintained good control without insulin reactions, severe hyper- 
ulveemia or ketosts 


Case L—A girl aged 17 was known to have had diabetes for 
two years and two months. She was in a state of acidosis and 
near coma when first seen in the clinic. Except for diabetes 
mellitus the clinical history and results of physical and labo- 
ratery examinations were entirely noncontributory. Individual- 
ized mixtures of insulin were tried for a few weeks in various 
proportions but proved unsuccessful in enabling the patient to 
avoid extremes of hyperglycemia with ketosis and severe unpre- 
dictable insulin reactions, often with unconsciousness. Multiple 
doses of regular insulin were then tried, but again it seemed 
impossible to adjust dosage to avoid similar adverse results. 
\ course of glohin insulin was then given before supper as a 
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Chart 2 (case 2).—Blood sugar profiles over a period of five days, as 
in chart 1. Except for two severe insulin reactions which the patient 
admitted were due to her own carelessness, extremes of hypoglycemic 
shock and hyperglycemia with ketosis were thereafter minimized. 
dosage schedule varied little during the ensuing six months. 


supplement to two previous doses of regular insulin. This pro- 
gram proved equally unsatisfactory, because nocturnal hypo- 
glycemic reactions could not be eliminated without resultant 
early morning acidosis. Various dietary proportions were tried 
without benefit, so the patient was maintained on a final diet 
of carbohydrate 275 Gm. protein 100 Gm. and fat 110 Gm. Her 
weight was essentially normal and did not fluctuate. Repeated 
yhysica! examinations were negative for foci of infection or 
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other contributory factors. Finally the patient was hospitalized 
for profile studies, and a satisfactory routine of three daily 
injections of regular insulin was discovered thereby (chart 1). 
Control of her diabetes was much improved thereafter, the 
patient experiencing one mild insulin reaction in the ensuing 
eight months. This reaction occurred when she failed to eat 
supper on time. Likewise there was much better control of 
hyperglycemia and glycosuria, evidence of ketosis being con- 
sistently absent. 

Cast 2.—A woman aged 34 was known to have had diabetes 
for eleven years. The disease had been unstable, and as in case 
1 many severe insulin reactions occurred, alternating with 
extremes of hyperglycemia and acidosis. Various programs of 
modified and unmodified insulin were tried without success. 
Repeated physical and laboratory examinations failed to dis- 
close any contributory factors. However, the patient was con- 
sistently above 12 pounds (5.4 Kg.) overweight despite attempts 
to correct this by reducing caloric intake. She was hospitalized 
for daily profile studies, and a much more efficient routine of 
control was cstablished by giving four injections of regular 
insulin daily (chart 2). Follow-up during the ensuing six montlis 
revealed that hyperglycemia and ketosis were well controlled, 
but insulin reactions were not completely avoided. On two 
occasions the woman had to be brought out of insulin shock 
with intravenously given dextrose, but she admitted that these 
incidents were due to carelessness in her own management. 
Otherwise, her reactions were milder and much less frequent 
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Chart 3 (case 3).—Blood sugar profiles over a period of three days, 
as in chart 1. With little variation this dosage schedule reduced insulin 
reactions and severe hyperglycemia to a minimum. The patient died nine 
months later of third degree burns caused by an explosion. 


on a final dosage schedule which varied little from that in the 
final profile illustrated in chart 2. 

Case 3.—A man aged 44 was known to have had diabetes 
for seventeen years. During the latter ten years the disease 
had become increasingly more “brittle.” He tolerated modified 
insulins poorly in that there were repeated insults of hypo- 
glycemic coma despite poor control of hyperglycemia, glycosuria 
and ketosis. Repeated physical and laboratory examinations 
were negative for abnormalities which might be contributory 
to such instability of control. His weight was maintained at 
a normal level on a diet consisting of carbohydrate 225 Gm., 
protein 85 Gm. and fat 100 Gm. Daily profile studies revealed 
that insulin reactions did not occur unless the blood sugar fell 
below 18 mg. per hundred cubic centimeters. The final schedule 
of insulin dosage which achieved remarkably better control in 
this patient is illustrated in chart 3. Only three days were 
required to establish a better level of control. Insulin reactions 
thereafter became mild and infrequent. He remained on this 
program of three doses of regular insulin daily until nine 
months later, when he died from extensive third degree burns 
suffered in an explosioa of bottled gas. A necropsy was not 
permitted. 

Case 4.—A man aged 20 was known to have had diabetes for 
four years. When he was first seen in the clinic the disease 
had been present one year, and his chief complaint was excruci- 
ating morning headaches with diplopia. He had been treated 
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elsewhere for migraine with various medicaments, all of which 
were ineffective, and among other diagnoses even the possibility 
of brain tumor had been entertained. The cause of his head- 
aches and diplopia was obvious when he stated that his dosage 
of insulin had been a mixture of 45 units of protamine zinc and 
25 units of regular insulin each morning. Physical examination 
and laboratory investigation disclosed an additional diagnosis 
of chronic rheumatic mitral heart disease with borderline myo- 
cardial reserve. There was no evidence of hepatic damage. 
A chronic lesion of the right heel proved to be necrobiosis 
lipoidica diabeticorum. A gradual reversal of the insulin mix- 
ture ratio almost immediately cured the headaches and diplopia 
but failed to adequately control extremes of glycosuria, ketosis 
and frequent severe insulin reactions, which had been present 
since the inception of insulin therapy. His maintenance diet 
consisted of carbohydrate 250 Gm., protein 100 Gm. and fat 95 
Gm. After various combinations of modified and unmodified 
insulins had failed to establish adequate control, the patient 
was hospitalized for profile studies over a period of five days, 
the final result of which is indicated in chart 4. The sequence 
of events during the ensuing seven months was of singular 
interest. The patient's urine specimens remained almost totally 
suear free; occasional fasting blood sugar levels were rela- 
tively normal, and the insulin requirement gradually waned 
from the maintenance dosage indicated in chart 4 to 12 units, 
10 units and 22 units of regular insulin on the same time 
schedule. Occasionally, mild insulin reactions still occurred, 
but control was thereafter definitely improved. 
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_ Chart 4 (case 4).—Blood sugar profiles over a period of five days, as 
in chart 1. With some variation this dosage schedule prevented severe 
are oe and ketosis, but mild insulin reactions could not be totally 
ehminated,. 


Case 5.—A girl aged 17 was known to have had diabetes for 
seven years. When she was first seen in the clinic the disease 
had been present for five years, during which there occurred 
three episodes of diabetic coma and almost daily fluctuations 
between excessive hyperglycemia with ketosis and severe hypo- 
glycemic shocks. Because she was overweight 22 pounds (10 
Kg.), a diet consisting of carbohydrate 130 Gm., protein 60 
Gm. and fat 60 Gm. was instituted. Insulin could not be with- 
held because of acidosis and threatening coma. A thorough 
physical examination and laboratory investigation revealed nor- 
mal conditions except for obesity and “brittle” diabetes mellitus. 
Here again attempts to establish good control with various 
combinations of modified and unmodified insulins were unsuc- 
cessful. A gradual personality change was in evidence, the 
patient becoming melancholy and introspective with defective 
memory. It was this incident in particular which led to hos- 
Pitalization and daily profile studies on the suspicion that cere- 
bral damage had perhaps resulted from repeated severe insulin 
shocks. As illustrated in chart 5, it was difficult to obtain a 
satisfactory final curve. It will be noted that the final dosage 
schedule totaled 134 units of insulin daily in three divided doses. 
In the ensuing three months the daily insulif requirement 
declined gradually to a total of only 66 units, but the propor- 
tions of the three daily doses were essentially constant. Insulin 
Feactions were thereafter reduced considerably in frequency 
and severity, and ketosis was consistently absent, although the 
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degree of glycosuria was erratic. By far the most gratifying 
result in this case was a dramatic improvement in the patient's 
memory and in her depressive state. 

Case 6.—A woman aged 25 was known to have had diabetes 
for ten years. She represented one of the most unstable diabetic 
patients it would seem possible to encounter. There were 
numerous instances of severe acidosis verging on coma and 
countless insulin reactions, many of which progressed to uncon- 
sciousness, sometimes with, tonic convulsions. When first seen 
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Chart 5 (ease 5).—Blood sugar profiles over a period of four days, as 
in chart 1. Insulin reactions were thereafter minimized, and ketosis was 
consistently absent. The daily insulin requirement later declined decidedly 
although proportions of the daily doses remained essentially constant. 


by me, the patient was in profound insulin coma for forty- 
eight hours, having been on the inverse ratio of a mixture of 
60 units of protamine zinc and 30 units of regular insulin daily. 
During the recovery phase extensive transient cerebral damage 
was evidenced by an infantile behavior pattern persisting for 
several days. 

On physical examination the positive observations included 
severe dental caries, hepatomegaly grade 2 (basis of 4), puffy 
face, 3 plus pitting edema of the legs and decided distention of 
the bladder. Catheterization yielded 1,400 cc. of ciear urine. 
The blood pressure was normal. During her hospital stay the 
patient had a thorough laboratory evaluation including blood 
urea nitrogen, serum proteins, chlorides, renal and hepatic 
function tests, and excretory urography, all of which were 
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Chart 6 (case 6).—-Blood sugar profiles over a period of five days, as in 
chart 1. Insulin reactions were thereafter minimized, but the patient 
continued to have episodes of severe acidosis requiring hospitalization at 
frequent intervals. The letter G denotes globin insulin. 


negative or normal. Cystoscopic studies revealed mild trabecu- 
lation and injection of the bladder mucosa with a capacity of 
1,400 cc. before pain was experienced. In the urologist’s opinion 
this was a neurogenic condition of the bladder, probably sec- 
ondary to diabetic neuropathy, although appraisal of the central . 
nervous system otherwise revealed entirely normal conditions. 

When protamine insulin was replaced by a program of three 
doses of regular insulin daily, the patient’s edema virtually 
disappeared. 
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The patient was later hospitalized for daily profile studies 
when prolonged observation failed to disclose a program which 


would result in satisfactory control. During the five day period 
of study it was discovered that a 9 p.m. dose of only 12 units 
of globin insulin maintained a satisfactory curve overnight, 
while 60 units and 16 units of regular insulin were required at 
8 a.m. and 11 a.m., respectively (chart 6). Insulin reactions 
hecame mild and infrequent thereafter, but the patient continued 
to have episodes of severe acidosis requiring hospitalization at 
frequent intervals. Repeated examinations failed to disclose any 
definite cause of her “brittle” state. The patient’s final main- 
tenance diet consisted of carbohydrate 190 Gm., protein 80 Gm. 
and fat 90 Gm. 
COMMENT 

The incidence of 6 true “brittle” diabetic patients 
among a series of 310 persons with diabetes closely 
approximated the 2 per cent estimated by Margolin.‘ 
The plan of hospital study proposed to each of these 
patients was offered as a last resort to search out a 
more satisfactory routine of control. Needless to say, 
a program which subjects the patient to five veni- 
punctures daily for three to five days should be restricted 
solely to those “brittle” diabetic persons whose problem 
is desperate and unsolved by all other acceptable 
methods of approach. Capillary blood sugar determina- 
tions are less traumatizing and equally satisfactory, if 
one remembers that such blood sugar values will be 
higher. Also, the Somogyi-Nelson true blood sugar 
determination would be preferable to the time-honored 
Folin-Wu method, which may be inaccurate at times." 
The Folin-Wu technic on venous L!ood was utilized 
in this study merely because laboratory personnel was 
most familiar with this method. 

During hospitalization an exercise program was set 
up for each patient which as nearly as possible approxi- 
mated the level of daily physical activity to which each 
was accustomed in the ambulatory state. For this 
reason there was little deviation from the control level 
established in the hospital and that which obtained on 
resumption of daily activities. 

The broken horizontal line on each of the six charts 
represents the hypoglycemic reaction level peculiar to 
cach patient, and knowledge of this proved most helpful 
in minimizing msulin reactions. The practice of giving 
carly morning insulin to level off severe hyperglycemia 
in these cases is reminiscent of the program often used 
during the pre-Hagedorn era.’* 

The results of daily blood sugar profile studies in all 
6 cases were variable but generally much better than 
anticipated at the outset. The patients were reported in 
the order of results obtained, case 1 representing 
dramatic improvement in control and case 6 only fair 
improvement. The basic objectives in all cases were to 
avoid extreme hyperglycemia, glycosuria and_ ketosis 
and frequent severe hypoglycemic shocks, no pretense 
heing made to attain an ideal metabolic equilibrium. 

Certain observations appear worthy of emphasis. 
Kkach of the 6 “brittle” patients was found to have a 
rather bizarre individual pattern of response to insulin ; 
yet there appeared to be a reasonable degree of con- 
stancy and uniformity in the response peculiar to each. 
If this had not proved to be the case, the value of 
daily profile studies would, of course, be nil. 
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Another point of interest, manifested in cases 4 and 
5, is the gradual but decided decline in total insulin 
requirement after establishing better control. This 
could scarcely be due to islet regeneration or reparation 
in retrospect of the duration of diabetes in these cases. 
It is rather the direct result of better control. 

The fact that 5 of the 6 patients required only three 
doses of insulin daily for adequate control is consistent 
with the statement that “the span of activity seen in 
severe diabetes is therefore more nearly the true value, 
namely, from eight to twelve hours for a single dose.” ' 
Case 2 is an exception in that hypoglycemic reactions 
were too frequent and severe on three doses of insulin 
daily unless the dosage permitted frequent acetonuria. 

Although case 6 represents the poorest result in the 
group, much more care and time was devoted to this 
patient than to any of the others. She is perhaps a 
typical example of the assertion that “some ‘brittle’ 
patients cannot be regulated chemically at all.” +? How- 
ever, it is the only instance in which globin insulin was 
successful in maintaining fair nocturnal control without 
reactions and without severe fasting hyperglycemia and 
ketosis. Some authors believe that globin insulin is 
successful in many severe or “brittle” cases,'® but, with 
the exception of its use in conjunction with unmodified 
insulin in case 6, it was not adequate in this group of 
cases. 

If any modified preparation of insulin is to be tried 
in such cases, globin would seem preferable because 
reactions therefrom most nearly resemble those incident 
to regular insulin. As Wilder has admonished, “prota- 
mine insulin used with or without admixture of soluble 
insulin has dangerous potentialities.” '* The insidious, 
often prolonged, violent and demoralizing hypoglycemic 
shocks experienced by all 6 patients while’ receiving 
protamine or mixtures of protamine and regular insulin 
attest to the veracity of this statement. Both globin 
and regular insulin, as a rule, give the patient ample and 
fair prodromes of an impending reaction. One hazard 
common to all modified insulins, however, is their 
cumulative potential. Although the greatest weapon 
one has against the ravages of diabetes is insulin, one 
must ever remember that it is a double-edged sword 
which can lash back at the patient, inflicting all degrees 
of cerebral damage from hypoglycemic shocks." To 
avoid this is chiefly the physician's responsibility, lest 
the treatment become worse than the disease. 

To preserve simplicity certain details were omitted 
from the profile studies. The “final curve” does not 
necessarily mean that curve achieved on the last day of 
blood sugar studies, but rather the twenty-four hour 
curve denoting the best level of control regardless of 
whether this occurred on the second, third, fourth or 
fifth day. Since in all 6 patients the renal thresholds 
were reasonably normal, urinalyses were of importance 
only in the future self management of each patient. 
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No doubt there could be other combinations of insulin 
and diet which might have accomplished equally as 
good, if not better, control in these patients, but the 
trial and error search for such a program may be 
likened to looking for a needle in a haystack of pos- 
sibilities. 

This approach to the problem of the “brittle’”’ diabetic 
patient is proposed as a temporary expedient for which 
there is no better substitute, at least in the practical 
sense, and it necessitates constant vigilance by the 
physician in charge. Thus the latter should be con- 
stantly on the alert for a period of transition from the 
“brittle” state to a more stable level of response, at 
which time a much simpler program of insulin therapy 
may be instituted. Such a transition commonly occurs 
with advancing age. 

The inconvenience of being awakened once during 
the early morning hours to administer insulin was 
minimized by instructing each patient to fill the syringe 
with the required dose before retiring and to place it 
at the bedside covered with a sterile gauze sponge. 
None of the 5 patients on this schedule found it par- 
ticularly objectionable. In case 1 the patient became 
<0 well conditioned that she often was unable to recollect 
leing awakened by the alarm clock, the only evidence 
that she actually took the injection being the empty 
-vringe at the bedside. 

Finally, it is of interest that a 9 p. m. dose proved 
inadvisable and unnecessary in all 5 patients treated 
with regylar insulin exclusively. 


SUMMARY 

Among a series of 310 diabetic persons 6 were proved 
to be true “brittle” diabetic patients, according to the 
definition propesed. Each of these patients was hos- 
pitalized for a period of three to five days, during which 
4 blood sugar curve was graphed each twenty-four 
hours to depict the so-called tagesprofil, or daily profile, 
and insulin dosage was constantly readjusted accord- 
inely to reduce blood sugar fluctuations to the nearest 
possible minimum without insulin reactions. The final 
dosage schedule achieved well defined improvement in 
control among 5 patients, but in a sixth the results 
were only fair. This plan of approach to the problem 
of the “brittle” diabetic patient is proposed only as a 
last resort where the situation is desperate and unsolved 
hy all other acceptable methods of approach. 


CONCLUSIONS 


The following conclusions are suggested from the 
study of 6 true “brittle” diabetic patients : 


1. There appears to be a reasonable degree of con- 
stancy and uniformity in the bizarre pattern of response 
to insulin which is peculiar to each of the persons with 
“brittle” diabetes, at least when unmodified insulin is 
utilized. 


2. As a general rule, true “brittle” diabetic patients 
are best treated with multiple doses of regular insulin 
exclusively. Usually three daily doses are adequate. 
Although globin insulin may occasionally be used suc- 
cessfully, protamine insulin used with or without admix- 
ture of soluble insulin should be unequivocally censored 
for this type of diabetic person. 


3. The basic objectives of daily profile studies should 
be to avoid extreme hyperglycemia, glycosuria and 
ketosis and frequent. severe hypoglycemic shocks, no 
pretense being made to attain an ideal metabolic 
equilibrium. 
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This plan of approach is proposed with the belief 
that it may afford the true “brittle” diabetic patient a 
more stable future which may avoid the extremes of 
“hope and discouragement, of discipline and license, of 
resignation and rebellion.” ** 


221 South Fourth Street. 


Clinical Notes, Suggestions and 
New Instruments 


CONTINUOUS ANTIBIOTIC THERAPY 
A New Method for Home and Office 


NATHAN STEINBERG, M.D. 
Philadelphia 


One of the problems of the practitioner is how best to main- 
tain effective blood levels of penicillin or streptomycin when 
treating the more resistant infection in the home and office. 
Although the majority of infectious disorders respond to reposi- 
tory penicillin preparations administered once daily, Tompsett 
and co-workers! suggest that suppurative complications in 
penumonia are less likely to occur when penicillin is adminis- 
tered at frequent intervals. Waldbott,2 reporting on the con- 
trol of infections in asthma, states that he prefers the frequent 
administration of crystalline penicillin to the use of aerosol or 
injections of procaine penicillin. Herrel® warns against treat- 
ing severe infections such as bacteremia with injections of 
penicillin either once or twice daily. 

While streptomycin is a most potent antibiotic agent, the 
occasional occurrence of toxic disturbances discourages its 
wider use. To prevent these harmful reactions, Kolmer # 
advises the combined use of penicillin and streptomycin, since 
smaller doses of each are then necessary to bring about a 
satisfactory therapeutic result. Also, Miller and Sweet ® have 
found the combination of penicillin and streptomycin superior 
to the use of penicillin alone or in combination with a sulfona- 
mide drug for the control of infections complicating thoracic 
surgery. Appelbaum and Leff ® report the occurrence of com- 
plicating superinfections due to one antibiotic eliminating the 
sensitive pathogens, thereby permitting the multiplication of 
the more resistant strains. Of interest also are the reports of 
Pulaski and associates,’ who advise that streptomycin therapy 
should be instituted in gram-positive infections if there has 
been no response to maximal doses of penicillin within forty- 
eight or seventy-two hours. 

However, in order to obtain the nursing care necessary for 
the administration of penicillin or streptomycin at frequent 
intervals, hospitalization is usually mandatory. If for any 
reason this is not possible, a new method of antibiotic therapy 
is offered, which, after having been given a thorough trial 
during the past three years, has proved to be advantageous in 
the treatment of infectious disorders, as encountered in home 
and office practice. 
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The final fabrication of the instrument and special calibrated 6 cc. 
sy sary ry made possible through the efforts of the Premo Pharmaceu- 
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DESCRIPTION OF INSTRUMENT 

In order to overcome the obvious difficulties in the applica- 
tion of continuous antibiotic therapy in the home or office, an 
instrument was devised which, fitting about a conventional 
5 ce. syringe, automatically limits the travel of the plunger. 
It is composed of three separable parts: a syringe holder, 
a sandwich clasp and a wire rack (figs. 1 and 2). When these 
are placed on a 5 ce. syringe (preferably graduated to 6 cc.), 
they complete the instrument known as a multidose injector. 
This device is constructed to deliver twelve individual 0.5 cc. 
doses. Around the instrument is placed a plastic (lucite®) 
guard (figs. 1 and 2B) to prevent breakage and possible injury. 
For additional protection only, the security bead needle, 
7 inch (2.23 cm.) in length and 21 or 20 gage, is used. 
It is bent and covered with a piece of white rubber tubing 
(insert, fig. 1) to limit depth of penetration beneath the skin. 


| Adhesive 


Etastic Belting 
| 


Fig. 1.— Diagrammatic sketch of multidose injector showing: syringe 
holder (S.H.), retaining ratchet (R) and lever (1), fitting about a con- 


ventional glass syringe; sandwich clasp (S.C.) attached to head of 
syringe plunwer; wire rack (W.R.), to which elastic belting is attached, 
and thumb openings (T.0.) on each side of plastic guard (C.P.), per- 
mitting wire ra@®@k to be pushed onto finger support (F.S.). Insert shows 
needle with a security bead (a) and with rubber tubing (b) to limit pene- 


tration 


Fig. 2.. Sketch (4) shows method of strapping multidose injector with 
adhesive tape to thigh of patient confined to bed. Sketch (B) illustrates 
addition of lucite® guard and elastic belt when patient is ambulatory (also 
used to advantage in bed patients). Strips of adhesive tape in both 
sketches are numbered in the order of their application. 


METHOD OF USE 


The syringe is filled with solution of penicillin or ineiaiaes 
cin or both combined. The area of needle insertion, along the 
midline of the anterior surface of the thigh or within 2 inches 
(5.08 cm.) of the median line and approximately 5 inches 
(12.70 cm.) above the knee, is prepared with aseptic technic. 
With the syringe held firmly, the skin is punctured with the 
needle to a depth of 4 inch (0.64 cm.), and an alcohol sponge 
is placed about the site of entrance. Six strips of adhesive 
tape (preferably hypoallergic) 1 inch (2.54 cm.) wide and 
9 inches (22.86 cm.) long are then used to fasten the instru- 
ment to the thigh. A strip (fig. 2B, 5) which encircles the 
back of the thigh is used during the summer months. Three 
lengths of adhesive are placed in position as shown in figure 
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2A (1, 2 and 3). The fourth length of adhesive has a 
V-shaped piece cut from its center and is tucked beneath 
finger grasps as illustrated in figure 2.4 (4). The plastic 
guard is then placed over the apparatus, which is fastened in 
position by an elastic belting that encircles the thigh. As a 
final step two additional adhesive lengths are placed in position 
as shown in figure 2B (6 and 7). 

To administer the medicament, the patient is advised to trip 
the uplifted end of the lever (fig. 1) and press down hard 
on the plunger. This is repeated at regular intervals, usually 
every two hours. Unless seriously ill, the patient or a mem- 
ber of the family is told to inject a double dose at midnight 
and at 4 a.m., omitting the 2 a.m. and 6 a.m. doses. Doses of 
500,000 to 2,000,000 units of crystalline penicillin and 0.5 to 
1 Gm. of streptomycin, singly or combined, dissolved in 
6 cc. of distilled water may be thus administered in fractional 
amounts during twenty-four hours. 


COMMENT 

A new method of antibiotic therapy, employing a needle in 
situ, is offered as an aid in administering frequent doses of 
antibiotic agents. It was readily accepted by the majority of 
patients with few reservations. Wagner and Pearce,* using 
this apparatus, have shown that blood levels obtained with 
penicillin and streptomycin are similar to those obtained 
through separate intramuscular injections. Furthermore, 
studies * conducted with the more thermolabile antibiotic drug, 
penicillin, revealed no measurable destruction of this drug in 
aqueous solution when retained in a syringe lying on the thigh 
for twenty-four hours. Of added interest is the recent work 
of MacFayden and Gouldin,'® who showed that many patients 
with acute pelvic inflammatory disease could be successfully 


treated with crystalline penicillin and streptomycin in combined * 


solution on an ambulatory basis in the clinic. Bhey found 
that if no improvement was evident with combined antibiotic 
therapy at the end of twenty-four hours, complications were 
usually present and immediate hospitalization was indicated. 

The constitutional reactions due to the administration of 
penicillin and streptomycin were similar to those caused by 
individual parenteral injections. Locally, with penicillin, there 
was virtually no reaction or slight redness and edema about 
the site of the needle. However, local reactions were some- 
what more severe with streptomycin, since nearly every patieut 
complained of some stinging while injecting this drug. The 
addition of a local anesthetic to the solution proved of little 
value. 

A few patients received | Gm. of streptomycin for four to 
six weeks without undue local reactions. However, attempts 
to increase the amount of streptomycin to 2 Gm. at a single 
site resulted in the development of a furuncle in 1 patient and 
two small necrotic ulcers in another. It therefore appears that, 
at least with present preparations of streptomycin,'! the maxi- 
mum dose to be used at a single site should not exceed 1 Gm. 
In contrast, as much as 2,000,000 units of penicillin have been 
administered at the same site with no difficulty. 

During the past three years more than 300 patients, including 
those with nearly every infectious disorder seen in the office 
or home, varying from a bone felon to bacteremia due to an 
induced abortion, have been treated by this method. Of great 
importance was the fact that this method permitted adequate 
antibiotic therapy for the intractable patient who persistently 
refused hospitalization. This dilemma presented itself with the 
failure of repository penicillin combined with a sulfonamide 
drug in a case of migrant erysipelas, a case of lobar pneu- 
monia in an aged patient and in a case of acute periostitis of 
the upper jaw. In all 3 a rapid drop of temperature to normal 
occurred with the employment of large doses of penicillin at 
frequent intervals. A case of Vincent's infection which, on 
two separate occasions, nine months apart, did not respond to 
procaine penicillin in oil but responded to the use of continuous 
penicillin therapy, may also be included in this category. 


8. Wagner, B. M., and Pearce, A. E.: A New Method for the Inter- 
mittent Injection of Antibiotics, to be published. 
9. Steinberg, N.: New Instrument for Administering Penicillin and 
Streptomycin, Postgrad. Med. 5: 131 (Feb.) 1949. 
10. MacFayden, B. V., and Gouldin, R. P.: Antibiotic Therapy im 
— Inflammatory Disease, to be published. 
. Streptomycin calcium chloride — and dihydrostreptomycin were 
ve. with this method. 
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There are many patients with persistent cough due to asthma, 
emphysema, chronic bronchitis and bronchiectasis where the 
underlying factor is due to a bacterial infection. It is in such 


cases that Adamson!? urges the wider use of the newer | 


antibiotic agents to prevent what he terms chronic lung failure. 
Unfortunately, these patients cannot often be hospitalized 
because of lack of beds and the expense involved. Through 
the use of this new method a number of such patients were 
treated with penicillin alone or with penicillin combined with 
streptomycin, resulting in prompt reduction of cough and expec- 
toration and an occasional cure. 

As with other methods of chemotherapy, early bacteriologic 
diagnosis is of extreme importance to aid in the proper choice 
of the antibiotic agent to be used. By this means and with 
the injector technic a number of patients were so much 
improved while awaiting hospitalization that it was felt they 
could recover at home with continued therapy. Others experi- 
enced so much improvement that contemplated surgical pro- 
cedures became no longer necessary. Among these were 
patients with acute and chronic suppurative otitis media, acute 
cholangitis, acute cholecystitis, acute pyelonephritis and pyelo- 
nephrosis. In the latter cases gram-negative organisms were 
frequently found as the causative agent, requiring more than 
1 Gm. of streptomycin daily for treatment. In such instances 
0.5 or 1 Gm. of streptomycin was injected intragluteally, fol- 
lowed by the administration of 1 Gm. with the instrument. In 
these cases, the patient was advised to administer a single dose 
three and six hours later and double doses every three hours 
thereafter. 

This method has been found to be of value as an office pro- 
cedure in the treatment of acute and chronic pelvic inflamma- 
tory disease. Patients whose disease had not progressed to the 
stage of abscess formation showed, after five to ten days of 
treatment, remarkable resolution of their infection. Others, 
however, in whom abscesses had formed and who required sur- 
gical intervention, were prepared by this combined penicillin 
and streptomycin therapy to better withstand possible post- 
operative complications. This preparatory therapy also proved 
of benefit in cases of previous pelvic disease in which diagnos- 
tic procedures, such as the Rubin test or dilatation and curet- 
tage, were contemplated. 

It is felt, however, that additional work is necessary to 
determine more fully the field of application and the limitations 
of this new method of administering antibiotic therapy. 


SUMMARY 


A new method, aiding in the home and office treatment of 
infectious disorders, is presented. It can readily be applied by 
the physician, his office nurse or a nurse from the Visiting 
Nurse Society. Penicillin and streptomycin, either alone or 
in combination, may be administered at frequent intervals by 
this method, which utilizes a conventional syringe with a needle 
in situ. The patient may be ambulatory if desired. The 
advantages of this type of treatment are discussed, especially 
with reference to its making a usual hospital procedure avail- 
able in the home or office when immediate hospitalization is 
not possible. 

ADDENDUM 

Since this paper was written an attempt has been made to 
determine which streptomycin preparation would induce a mini- 
mum of untoward local reactions. Accordingly, streptomycin 
sulfate, dihydrostreptomycin hydrochloride, streptomycin cal- 
cium chloride complex and dihydrostreptomycin sulfate (Merck) 
were obtained through regular trade channels and a series of 
patients (study carried out in the Community Hospital, Wolffe 
Clinic, and with ambulatory patients from my private practice) 
treated with these compounds. It was found that streptomycin 
calcium chloride complex and dihydrostreptomycin sulfate were 
most acceptable since their use resulted in the least complaints 
of pain, with or without accompanying redness and edema. In 
nearly all such cases local discomfort occurred only for a few 
minutes following the injection and the slight redness and 
edema quickly disappeared after removal of the instrument. 
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STERILIZATION OF AMPULS—MOORE 


IMPROVED LID FOR STERILIZING JARS 


DANIEL C. MOORE, M.D. 
Seattle 


For many years one of the unsolved mechanical problems of 
the surgical pavilion, physician's office and clinic has been the 
sterilization of ampuls containing materials lighter than ster- 
ilizing solutions. With some ampuls, such as ampuls of sutures, 
this problem has been solved by decreasing the specific gravity 
of the sterilizing solutions. However, when one is dealing with 
ampuls containing crystals, this method has failed. Many insti- 
tutions place sponges or other types of pads on top of the light 
ampuls to keep them submerged in sterilizing solutions. My 
associates and I have found this method unsatisfactory, since 


A 


Fig. 1.—A, sterilizing jar with ampuls in place, held down by steel 
disk. B, sterilizing jar with cover raised, showing accessibility of ampuls. 


b. Disc with %° holes 


_ Fig. 2.—Diagram shows the measurements of the lid for a large steriliz- 
ing jar. 


it is cumbersome for the personnel and does not assure sterility. 
Therefore, we investigated this situation, and we devised the 
following procedure. 

This procedure consists of using an ordinary sterilizing jar 
cover with a perforated disk on a post soldered to it. The disk is 
made of 4x to 44 inch (0.32 to 0.42 cm.) stainless steel, and the 
post is a solid stainless steel bar 34 inch (1.90 cm.) in diameter. 
This assures enough weight in the lid to submerge the ampuls. 
The holes in the disk merely facilitate the removal of the lid 
by allowing the sterilizing fluid to pass through them and have 
nothing to do with the placement of the ampuls. 

The cover, with post and disk, keeps the ampuls submerged 
merely by its weight (fig. 1.4). When the lid is removed, the 
ampuls automatically come out of solution and are easily 
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handled. There is no searching under cotton or gauze for the 
ampuls (fig. 1B). When the lid is replaced, the ampuls are 


automatically submerged. 

Figure 2 shows the measurements of the lid for a large 
sterilizing jar. The lid itself is the ordinary stainless steel 
cover which comes with the sterilizing jar. The post and disk 
may be welded to the lid with little or no trouble. The 


advantages of this type of jar are obvious. 
SUMMARY AND CONCLUSIONS 
A new lid design has been presented which assures easy, 
fool-proof sterilization of ampuls lighter than the sterilizing 
fluids. It is easy to construct and useful for the physician's 
office, surgical pavilion and clinic. Personnel find it time sav- 
ing and simple to use. 


Council on Physical Medicine 
and Rehabititation 


This paper was prepared at the request of the Council and 
is one of a series appearing in Tue Journat. “ater the entire 
series will appear in book form as the Council's Handbook of 
Physical Medicine and Rehabilitation. 

Howarp A. Carter, Secretary. 


AMPUTEES AND ARTIFICIAL LIMBS 


HENRY H. KESSLER, M.D., Ph.D. 
Newark, N. J. 


During the four years of World War II approxi- 
mately 18,000 American servicemen lost limbs as a 
result of war wounds and operational injuries. During 
this same period 120,000 American civilians lost limbs 
as a result of accidental injuries. 

Amputees react to their disability in a variety of ways. 
A small number adjust rapidly because of excellent 
medical care and prosthesis and favorable social, eco- 
nomic and vocational conditions. Others, overwhelmed 
hy the severity of their disability (such as a high double 
above-knee amputation), or by the lack of satisfactory 
conditions of living, become completely helpless. The 
majority, however, struggle valiantly and patiently until 
the weight of circumstance tips the balance for or 
against them. 

Rehabilitation is a concept of treatment which can 
facilitate and perfect a satisfactory adjustment. By 
rehabilitation is meant an integrated plan of treatment 
in which full restoration of the patient is the combined 
responsibility of the surgeon, limb maker, physical 
therapist and all ancillary personnel concerned with 
preparation of the patient for gainful employment. 

The task of the surgeon does not end with his surgery. 
While he is not expected to be fully familiar with the 
limb making art, nor with the complicated technics of 
amputee training, he should nevertheless understand the 
role of flexed and weak amputation stumps in the mal- 
adjustment of the amputee and be able to prevent as 
well as correct these conditions. On the other hand, 
the limb maker should not be expected to supplant the 
physician in the diagnosis and treatment of stump ulcers. 
In one instance, repeated adjustment of the socket 
failed to relieve a stump ulcer until a roentgenogram 
revealed the sequestrum which was producing it. Closer 
cooperation between the limb maker and the surgeon can 
expedite convalescence and fitting of the prosthetic limb. 
While the limb maker cannot provide any but elemen- 
tary training in ambulation, he should be familiar with, 
and make use of, qualified sources of amputee training. 
The physical therapist should not attempt to play limb 
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maker and should not attribute lack of progress to the 
prosthesis when it may be due to other causes. 

It will be seen, then, that rehabilitation is an inte- 
grated, over-all service making use of many persons 
and technics in the fulfilment of its objective. As 
applied to the amputee, rehabilitation may be said to 
consist of five major steps: (1) psychologic prepa- 
ration; (2) adequate surgery; (3) after-care of the 
stump; (4) selection, fabrication and fitting of the 
prosthesis, and (5) training of the amputee. 


PSYCHOLOGICAL PREPARATION 


Rehabilitation of the amputee does not begin with 
his discharge from the hospital nor with the fitting of 
the prosthesis. Properly, rehabilitation begins when 
the patient is hurt. Faced with the triple threat of loss 
of an organic part of the body, severe emotional shock 
as a reaction to this experience and the social preju- 
dice of the man on the street to the obviously crippled, 
the amputee is prey to a thousand anxieties and appre- 
hensions. One amputee expressed the situation very 
well. His first thought after his injury, he said, was 
“Whom do I know who has an artificial leg? How 
does he manage?’ When he realized that he knew no 
one in his condition, he became panicky, uncertain of 
his position in life, terrified of the future. He had no 
frame of reference on which to predicate an acceptance 
of his disability. Over and over he asked himsell, 
“What will happen to me? Will I ever be able to walk, 
to work?” 

There was a time when solution of the amputee’s 
problems was at best uncertain. But today the amputee 
in the United States can look forward confidently to a 
restoration of his independence. He will be able to 
earn his living, and enjoy the fruits of his labor. There 
will be many to help him, but (in the final analysis) 
what he finally becomes will depend primarily on 
himself. 

The psychologic preparation of the amputee begins 
with reassurance at the time of injury. In the hospital, 
the surgeon executes this service with daily visits to the 
patient. The surgeon explains the successive steps in 
the rehabilitation process—surgery, after-care, selec- 
tion and fitting of the artificial limb, training and 
vocational guidance and preparation—so that the patient 
has some understanding of what will happen to him 
and what he must do to help himself. While still in 
the hospital, the patient may also be visited by the social 
worker, physical therapist and rehabilitation officer, 
who will all work together to prepare the amputee 
patient for his future role. 

In the hospital, occupational therapy is carried out 
not only for recreation and diversion but for functional 
and exploratory purposes as well. For example, arm 
amputees are taught to use the remaining hand for 
routine activities. The man who has lost his right hand 
learns to write with his left. He is taught to typewrite 
with one hand. The patient is encouraged and helped 
to perform all the usual activities of daily living in 
a normal and competent manner. 

General physical conditioning of the rest of the body 
is provided by systematic exercises in the gym and by 
recreational activities such as sit-down volley ball, 
(for the leg amputee) archery, pitching horseshoes 
and croquet. 

Vocational potentialities may be explored by voca- 
tional interest and aptitude tests and preliminary plans 
for vocational training mapped out with the cooperation 
of vocational counselors from public and_ private 

agencies. 
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Amputees need not be handicapped vocationally ; 
vocational rehabilitation facilities are available in all 
forty-eight states and in the District of Columbia, 
Hawaii, Puerto Rico and Alaska. The vocational 
counselor may even arrange a course of study for the 
amputee while he is still hospitalized, thus preparing 
him for an even better position than the one he left. 


ADEQUATE SURGERY 


The future of the patient will depend in large measure 
on the site and character of the amputation. Emer- 
gency amputations of the guillotine type, or other 
varieties of open flap amputations, are provisional pro- 
cedures. The end sought by the final amputation is a 
stump which will carry the patient’s weight and permit 
him to wear a prosthesis with comfort and utility. The 
achievement of this result may be possible after the 
initial primary flap amputation. Where emergency 
procedures have been used, revision of the stump, or 
even reamputation, may be found necessary. 

The aim, therefore, of plastic repair, revision or 
reamputation is creation of the best possible stump, 
and one of the greatest length consistent with good 
limb fitting. It should be of a shape that permits proper 
fitting of a prosthesis. Traditionally, the most desirable 
shape has been slightly conical for both below and above 
knee stumps. However, recent experience with suction 
sockets would seem to indicate that squarer and more 
cylindrical stumps are most desirable. The tissues at 
the end of the stump should fit snugly, but not too 
tightly, and should consist of nothing but skin and sub- 
cutaneous tissue. There should be a minimum of scar 
tissue in the stump. The scar should be placed so that 
it avoids the pressure of the artificial limb and should 
not adhere to the underlying bone. 

very facet of amputation surgery has been influ- 
enced by the wars of history—the conflicts of the Middle 
Ages, the Napoleonic Wars, the War Between the 
States and World Wars I and II. About 50,000 ampu- 
tations resulted from the War between the States, with 
about an even number of casualties on each side. The 
amputees of the war provided the stimulus for the 
beginning of the artificial limb industry in the United 
States. About 4,400 amputations resulted for American 
servicemen of World War I; nearly 18,000 American 
hae suffered amputation as a result of World 

ar II. 

The limb makers who developed their skills in this 
vast human laboratory considerably influenced the 
whole field of amputation surgery. Some of their inven- 
tions have permitted a wider development of the sur- 
geon’s art, with resulting benefit to the patient. On the 
other hand, difficulties in the manufacture of prosthesis 
for some otherwise satisfactory types of amputations 
have caused the wide condemnation of these types 
of amputations. Furthermore, traditional methods 
demanded stumps that could withstand the weight 
borne on the end of the stump, as in the old peg-leg. 
This meant that the stump had to be thoroughly cush- 
ioned by muscle flaps, terminal scars avoided and 
unequal skin flaps prepared. 

With the advance of modern prosthetic technics, the 
weight was shifted to side-bearing and ischial-bearing 
areas, which of course required a modification in the 
surgery performed. It was found that muscle flaps were 
no longer necessary and that short skin flaps were 
adequate. Thus the danger of skin necrosis was avoided. 

Sites of Election —Out of this welter of controversy 
concerning the objectives of final amputation, there has 
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been general agreement on the desirability of obtaining 
one of four basic types of amputations as a final result. 
These four types are the Syme’s amputation, the below- 
knee amputation, the Stokes-Gritti amputation and the 
mid-thigh amputation. While a modification of one of 
these four types may be indicated under special condi- 
tions, these standard amputations meet most average 
requirements satisfactorily. 

These sites of election have been determined by 
experience and represent the best location for bone 
length and muscular attachment which will provide 
satisfactory leverage and support in the manipulation 
of an artificial limb. They are to be regarded as guide 
posts rather than as arbitrary limits of amputation, 
sihce some modification in actual practice may be neces- 
sary because of variations in the height and weight of 
patients as well as differences in the special character- 
istics and conformations of the skin. 

The optimum site of election in the foot is any point 
distal to the joint between the cuneiform and meta- 
tarsal bones. Any point proximal is unsatisfactory 
because of the loss of leverage due to the removal of 
the metatarsals. 

Syme’s Amputation —This technic is used for any 
injury to the foot in which the loss of tissue is proximal 
to the tarsal-metatarsal joints. Intermediate amputa- 
tions attempting to save the tissue of the foot prove 
unsatisfactory, disabling and time consuming, requiring 
repeated amputations with resulting economic disability. 
Syme’s amputation provides an adequate and desirable 
end-bearing stump. Direct weight is borne on the skin 
flap made from the original heel, long conditioned to 
weight bearing. 

The operation consists of a transmalleolar section 
about % inch (0.6 cm.) above the articular surface of 
the tibia at the ankle joint. The os calcis is enucleated 
and the skin of the heel is used as a skin flap to cover the 
tibia and fibula. The amputation should not be per- 
formed when infection is present. 

Leg Amputations——The classic site of amputations 
below the knee is 14 cm. (5% inches) below the knee 
joint line. At this level, optimum conditions of leverage 
obtain and support is available. Considerable latitude, 
however, is permitted. Even 8 or 10 inch (20 or 25 
cm.) stumps can be fitted satisfactorily with a boot or 
“muley” type of prosthesis. 

Ideal conditions in the below the knee stump are 
present for a side-bearing artificial leg. The three pres- 
sure-bearing areas are the internal condyle on the tibia, 
the tibial tubercle and the head of the fibula. A good 
limb fitter will avoid pressure on any of these points 
but will aim to provide diffuse and even pressure around 
the entire circumference of the leg stump. 

Stumps of even 2 or 3 inches (5 or 8 cm.) can be 
effectively utilized, especially if most of the muscles 
clothing the tibia and fibula are removed or thoroughly 
shrunk, leaving a stump essentially of skin and bones. 
The knee mechanism is so valuable that every attempt 
should be made to save it. The fibula should be cut 
1 inch (2.5 cm.) shorter than the tibia. 

Stokes-Gritti Amputation —This amputation, similar 
to the Syme’s, provides a weight-bearing stump which 
can withstand excessive strain. This operation attempts 
to utilize the sectioned patella fused to the femur at or 
about the level of the adductor tubercle. In making 
flaps in this operation, the skin and muscle flaps ante- 
riorly should be made as one, providing adequate cir- 
culation and avoiding skin necrosis. 
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Thigh Amputation —The classic site of amputa- 
tion in the thigh for a side-bearing or ischial-bearing 
stump is at the junction of the lower and middle third 
of the thigh. Here again, some latitude is permitted. 
The stump should be long enough to utilize all the 
power of the adductor muscles, which are inserted for 
the entire length of the femur. The loss of every inch 
of femur renders muscle control of the hip more diff- 
cult because of the resulting muscle imbalance. The 
abductors, having retained their insertion in the greater 
trochanter, soon overwhelm the adductors, which have 
lost their distal attachment. As a result, the stump and 
the prosthesis tend to swing out in abduction, providing 
a weak, awkward, ineffective gait. Therefore, reedu- 
cation and retraining of the remaining adductors is 
necessary soon after amputation. 

Considerable difference of opinion exists about the 
value of long thigh stumps. Theoretically one would 
expect a more favorable leverage arm with the longer 
stump. However, actual practice reveals that optimum 
conditions are frequently impaired by too long a 
stump. Hence the classic site for above knee amputa- 
tions retains the favored position. 

The shortest practical stump is 3 inches below 
the greater trochanter. When the stump is too short 
to remain in the socket during movement of the hip, 
the amputee must wear a tilting table limb. No matter 
how short the stump, it is vital that the hip joint 
be preserved. Disarticulation should be avoided where 
possible, as it seriously interferes with limb lifting. 
However, surgical necessity is the primary considera- 
tion. Even hind quarter amputations can be fitted 
with a modified hip disarticulation prosthesis. In the 
consideration of sites of election for a double leg ampu- 
tation, serious thought must be given the attempt to 
preserve the natural knee action in at least one of the 


limbs. 
AFTER-CARE OF THE STUMP 


One of the most common causes of poor fit of the 
prosthesis is an inadequate stump. 

Immediately after amputation certain changes take 
place in the stump which make it, actually, a pathologic 
organ. These changes occur in all parts of the stump, 
skin, subcutaneous tissue, fascia, muscles, blood vessels 
and nerves. 

A brief study of these changes will aid toward an 
understanding of the (sequelae which produce the) 
complications causing inability to wear a prosthetic 
device. 

Soon after healing, the stump is rounded with a loss 
of its normal muscular and bony landmarks, giving it 
the appearance of having been infiltrated with wax. 
This generalized swelling is not a true edema, since 
there is no pitting on pressure. By manipulating the 
skin between the fingers, the examiner learns that it is 
less supple and mobile than the sound member and 
that the subcutaneous tissue is thick. 

Gradually the stump loses this rounded appearance. 
The skin returns to normal, and the subcutaneous 
tissue atrophies and the muscular and bony landwarks 
can again be observed. The general shape of the stump 
changes from cylindrical to conical. 

The hypertrophy which characterizes the first phase 
is due to an excessive production of fibrous tissue, 
adding to the existing subcutaneous tissue and infil- 
trating the intermuscular and perivascular spaces. The 
lax cellular tissue is staal tes dense fibrous tissue 
which adheres to the skin, muscles, vascular sheaths 
and bone. Later the tissue regresses and finally partici- 
pates in the general atrophy of the stump. 
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All the tissue elements participate in this general- 
ized atrophy. The muscles become pale and atrophied 
and assume a fibrous aspect. The arteries diminish in 
circumference, and in a few months the femoral artery 
becomes as small as the radial and the brachial artery 
becomes the size of the lateral digital artery. Some- 
times one does not find any main artery toward the 
periphery of the stump. The large veins also appear 
atrophied. 

The nerves, however, retain their volume and their 
appearance. At their terminal point they present a 
neuroma which is produced after every nerve section. 
The bone, too, is rarified, and this rarification can he 
detected by the thinning of the cortex and the enlarge- 
ment of the trabeculae. Although these changes are 
more obvious in the leg, they take place in the upper 
extremity also. 

There are three types of changes in the stump which 
influence the patient’s ability to wear a_ prosthesis 
satisfactorily: atrophy, contractures and_ circulatory 
trouble. 

Atrophy.—The evolution of the permanent stump 
dees not occur in a regular fashion. On the contrary, 
the atrophy varies considerably in its rapidity and 
duration. Certain stumps become lean quickly and 
remain stationary, with only slight and occasional 
transformations. Others remain large for a consider- 
able period, and it is months and sometimes years 
before the atrophy is manifested. It is obvious that 
unpredictable shrinkage will seriously interfere with 
the proper fit of the socket of the prosthetic. The 
problem must be recognized and dealt with carefully. 

Measurements for the new limb should be postponed 
until at least some shrinkage has taken place. Elastic 
bandages, properly applied, can expedite considerably 
the progress of the shrinkage. Four inch (10 cm.) 
bandages should be used on below the knee stumps, 6 
inch (15 cm.) bandages for above the knee stumps and 
8 inch (20 cm.) bandages for short above the knee 
stumps where hip spicas must be employed. The band- 
ages should be applied twice daily, in such a manner 
that the greater pressure is exerted on the periphery of 
the stump and not on its neck. Careless application of 
elastic bandages can produce harm by causing a choked 
stump and secondary circulatory troubles. 

Usually systematic shrinkage of the stump is carried 
out for about six weeks following operation. The 
patient is first fitted with a socket using a thin stump 
sock to cover the stump. This is replaced later with a 
thick sock. As shinkage progresses, additional stump 
socks are provided to compensate for the lost thickness. 
Occasionally one or more leather liners are inserted in 
the socket and sometimes, if shrinkage progresses still 
further, an entire new socket will be fashioned. 

A properly fabricated socket can sometimes prove 
serviceable for many years. In other cases, where 
shrinkage cannot be controlled, repeated changes of 
sockets may be necessary before comfortable, useful fit 
is achieved. 

Contractures.—Contractures are responsible for 
much poor adjustment to artificial limbs. Improper 
postoperative posture and muscle imbalance are the 
most common causes. The practice of placing pillows 
under the thigh or knee is a frequent practice which 
cannot be too strongly condemned. The improper posi- 
tion of the limb induced by these pillows or sandbags 
is usually unnoticed by the solicitous nurse or relative 
who placed thein there. When the patient is fitted to 
his prosthetic limb, he usually attributes lack of proper 
fit to the device and not to the stump, which is usually 
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responsible. Limb makers, reluctant to call the sur- 
geon’s attention to stump trouble, try to make the best 
of a poor fit by attempting changes and adjustments 
which would not be necessary had contractures been 
prevented in the first place. These contractures are 
especially common among the older amputees, in whom 
myostatic contractures of the muscles soon follow their 
sectioning and loss of their original distal attachment. 
The cause of these contractures can be easily demon- 
strated by having the patient lie on his back, flex the 
sound hip on the abdomen with both hands and 
attempt to place the stump of his amputated leg on a 
table, in a flat position. Invariably, the stump will be 
elevated and flexed. Thus the flexed stump makes 
proper fitting of a prosthesis difficult, if not impossible. 
Ii is like fitting a round peg in a square hole. 

These flexion contractures can be prevented by elimi- 
nation of all pillows and sandbags from the patient's 
stump. The use of moleskin traction skin strips may 
also prevent the formation of these contractions. Once 
they have appeared, they must be vigorously treated by 
repeated and systematic manipulation and stretching— 
manually, by forced movements, resistive exercises or 
weights and pulleys. 

Abduction contractures also frequently follow above 
knee amputations, especially in the presence of short 
thigh stumps. The loss of the distal attachment of 
the adductor muscles results in imbalance due to 
overactive abductors, which are intact with their inser- 
tion in the greater trochanters. As a result, the strong 
abductors pull the stump out, away from the line of 
weight-bearing support. Development of the adductors 
and the extensors of the hip by systematic exercise is 
necessary for proper control of the prosthesis as well as 
elimination of the contracture. 

Other exercises are also necessary; the amputee who 
carries out systematic conditioning activities will find 
operation of his limb considerably facilitated. The 
amputee is not expected to become a professional ath- 
lete—merely to train like one! Certain other specific 
exercises are indispensable to good limb wearing. For 
example, the basis of good walking is balance. For the 
bilateral above knee amputee, proper balance is impos- 
sible without good abdominal muscles. These men are 
most in need of adequate muscle conditioning, but ill 
above knee amputees require strong abdominal muscles 
as a basis for good balance. 

Circulatory Troubles—These are more common 
in below knee rather than above knee amputations. 
Peripheral vascular diseases are most often responsible 
for these complications, although they may also be due 
to improper stump hygiene or poor limb fitting, which 
produces a choked stump, localized pressure spots, 
stump ulcers and stump dermatitis as well as conges- 
tion. If the surgery has been adequate and the stump 
properly fitted, these complications should occur only 
rarely. Of course, at least a minimum of instruction is 
required in the care of the stump, which familiarizes 
the amputee with the necessity for cleanliness of the 
Stump and the socks, the use of elastic bandages and 
the desirability of prompt attention to minor abrasions 
and pressure areas. 


SELECTION, FABRICATION AND FITTING OF 
THE PROSTHESIS 


_ One of the first questions asked by the new amputee 
is, “What sort of limb should I get? Shall it be of 
wood, metal, leather, fiber or plastic?” It is vital 
that emphasis be placed on the fit of the socket rather 

on materials, weight or design; a diamond-studded 


AMPUTEES AND ARTIFICIAL LIMBS—KESSLER 179 


limb of platinum is something less than valueless if it 
does not fit properly. 

Proper fit, of course, presupposes a limb fitter 
whose skill and years of experience qualify him for 
the most efficient execution of his job. Limb fitting 
is an art which cannot be acquired in a few months; 
it demands of the artisan years of painstaking applica- 
tion to his trade. 

A brief description of the practice of limb fitting in 
the United States may be of value. Measurements for 
the artificial limb may be taken while the patient is still 
convalescing. This is done in a variety of ways; some- 
times an outline is made of the stump with circular 
measurements taken at 1 inch intervals from the 
distal end of the stump. A plaster cast may be made 
of the stump, and this method is usually employed 
where moulded leather sockets are desired. 

Originally one man executed the entire job, from 
measurement of the stump through fabrication and fit- 
ting of the prosthesis. While there are still a few limb 
fitters who can perform all these functions satisfac- 
torily and even expertly, they are exceptions. Gener- 
ally one man takes the measurements, perhaps the 
salesman, representative or actual limb fitter. The 
construction of the limb may be undertaken by one man 
or several, each more or less a specialist in his own 
work. The leather work, rawhiding and finishing, 
construction of the feet, pulling out of the socket and 
fitting are each done by different men. The fitter usu- 
ally makes the rough socket, tries it on the patient and 
makes whatever changes and alterations are necessary 
for satisfactory fit. It is not uncommon for the limb 
maker to construct the prosthesis entirely from mea- 
surements, without ever seeing the patient. Where 
this is done, another person is required to make or 
prescribe necessary alterations. 

Many limbs are assembled rather than manufactured. 
The large artificial limb manufacturers fabricate set-ups 
or units of feet, knee joints, pelvic bands and hip joints 
which the final limb fitter assembles and modifies to 
fit the needs of the individual patient. 

The partial foot amputations distal to the tarsal- 
metatarsal joints may be fitted with an insole, or the 
space filled with cotton or felt, or the patient may 
be permitted to go without any filler. Partial foot 
amputations proximal to the joint will require special 
apparatus. The Chopart and Pirogoff amputations can 
be fitted with satisfactory apparatus, but where there 
is a choice the Syme’s amputation should be performed. 

Many limb fabricators cannot make a satisfactory 
Syme’s apparatus, chiefly because of a long-standing 
prejudice against the device. This is no excuse for 
not performing the operation—there still are many men 
who can make a good Syme’s apparatus. The same _ 
holds true for the Stokes-Gritti amputation. 

Suction Socket—What about the suction socket? 
This type of socket differs from the conventional arti- 
ficial leg in that it has no pelvic hinge or suspension 
harness; the leg is held on the stump by a moderate 
suction created in the closed socket each time the leg 
is lifted from the ground. As compared with the con- 
ventional artificial leg, the suction socket permits 
greater freedom of movement in all directions, feels 
more like an integral part of the body and does away 
with the discomfort of a pelvic band. This type of 
prosthesis, used in Germany for years, has been experi- 
mented with by a few selected amputees in various 
parts of the United States during the past few years, 
with consistent success. Since the usual suspension by 
means of a pelvic belt or shoulder harness no longer 
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controls the limb, it is vital that perfect fit be achieved, 


else suction cannot be maintained. 

Materials —For many years willow wood has been 
the basic material for artificial limbs, and it is still the 
best material for general use. It is light and easily 
workable. Fiber, metal, plastic and leather each have 
their special advantages, but the most important con- 
sideration remains fit rather than material. If the limb 
maker in the amputee’s area uses metal or fiber and 
has a good reputation as a fitter, it would be preferable 
to use the material with which the limb maker has been 
successful. 

Design.—Improvements in the manufacture of arti- 
ficial limbs are being made constantly by limb makers 
and the National Research Council. The Council's 
committee on artificial limbs is presently engaged in the 
study and development of new and standard prosthetic 
devices, such as special joints for knee and ankle, 
hydraulic devices, braking mechanisms for the knee 
joint and various locks, all designed to provide the 
patient with the fullest possible function. However, 
even the most ingenious device will be of little intrinsic 
value unless it can be applied to the patient. Real use- 
fulness can come only with perfect fit, proper under- 
standing of the device on the part of the amputee and 
adequate training of the amputee in the use of the 
device. More important than gadgets and devices is 
the development of the patient’s physiologic move- 
ments and power to control as simple a device as is 
possible. 

UPPER EXTREMITY 

Few amputees require simplicity more than does the 
man who has lost his upper extremity. Loss of a leg 
can easily be compensated for, and its function dupli- 
cated, by mechanical theans, because weight bearing is 
easily reproduced. But when a man loses his hand or 
arm its functions of grasp and touch cannot be dupli- 
cated—they can only be imitated, and poorly at best. 
Thus so many arm amputees become discouraged with 
their prosthesis ; they expect too much. It is therefore 
necessary that the patient’s psychologic preparation 
include awareness of the limitations of his prosthesis. 
He will be saved many heartaches and prepared for a 
realistic attitude toward his own possibilities. 

Many amputees, bilateral as well as single, manage 
without prosthesis. They obtain grasping power by 
the proximation of their stumps or use simple devices 
such as straps around the end of the stump into which 
are placed tools and implements needed for daily use. 
Most amputees, however, find that an artificial arm is 
a distinct advantage in caring for routine needs. It 
provides added function and also partially hides the 
disability and is thus valuable for both cosmetic and 
utilitarian reasons, 

There are many types of appliances from which the 
amputees may select the one best suited to his require- 
ments. With lower extremity amputees, the appliance 
is fitted to the patient’s stump. With upper extrem- 
ity amputees, the appliance is fitted to his personality 
and total needs, and to understand these, one must have 
some idea of the patient’s background as well as his 
hopes and aims and dreams for the future. 

he utility hook, for example, is an excellent device, 
for it provides the ability to hold objects firmly. But 
will it meet the needs of a bank teller, a lawyer, a 
salesman or a public speaker? Which wil be of greater 
value to the amputee—the prosthesis’ dress function or 
its work possibilities? Of what use will a beautiful 
dress hand be to the factory or farm worker? 


A. M. A. 
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TRAINING OF THE AMPUTEE 

The amputee’s ability to use his prosthesis and walk 
properly is affected by four important factors: a flexed 
or contracted stump, a poorly fitted or alined prosthe- 
sis, fear of falling and improper balance. 

The after-care of the stump and the fitting of the 
prosthesis has already been discussed. Unless the 
patient is given the necessary training, he will not coa- 
quer his fear of falling or overcome his improper bal- 
ance. The artificial limb is a special instrument which 
demands some understanding of its use and application, 
To expect the amputee to walk well immediately after 
his limb has been fitted is to presume that he has the 
combined knowledge of the surgeon, engineer, limb 
maker, physical therapist and physiologist. One might 
just as well expect a man to buy a violin and without 
any practice or training play Beethoven or Bach. The 
patient requires training in the use of his prosthesis and 
considerable practice in the lessons learned. 

Plan of Training.—Although the period of training 
will vary with the nature of the amputation and the 
attitude of the patient, a standard period of training 
would be about one month. During the first week the 
patient learns to apply his prosthesis correctly. Exer- 
cises in balance are carried out in a gymnasium with 
hand rails or at home with two strong chairs about 
2% feet (76 cm.) apart. Practice should be done 
before a long mirror, and the eyes of the amputee 
should be on his reflection and not on his feet. With 
hands on supports, the patient slowly shifts his weigiit 
to the side of the normal leg until the foot is in line 
with the chin and the weight is evenly distributed over 
the foot. This position is held for about three seconds. 
Next, the weight is slowly shifted to the artificial limb. 
Much of the weight will have to be taken by the hand 
supports. With time and practice the patient should 
be able to maintain correct balance with the hans 
resting lightly on the supports, until finally balance can 
be obtained without using the supports at all. Addi- 
tional balancing exercises are carried out until the 
patient can stand, with correct posture, and place his 
foot in front, in back and to the side without losing 
balance. These first exercises are indispensable. 

The second week is devoted to practicing level walk- 
ing on various types of terrain, such as plaster, soft 
earth, glass and stone. Gait exercises are undertaken 
in zig-zag and side-to-side fashion and on fixed figures 
on the floor. 

In the third week exercises include arm movements 
in a standing position, coordination of arm movements 
and walking, walking over obstacles such as mats and 
hurdles, walking down steps and endurance exercises 
for five minutes. 

During the last week, complete freedom is allowed 
in walking and includes routine sports activities, such 
as bicycling, riding, dancing and hiking. 

The double amputee receives special exercise consid- 
eration. During the first week he must become accus- 
tomed to his legs. The second week he learns balance. 
During the third week he begins to walk, preferably 
with the assistance of two canes or hand rails, and by 
the fourth week he is generally able to walk without 
any support or, at the most, with one cane. In the 
meanwhile, he performs general gymnastics with and 
without the prosthesis. Patients engage in a variety of 
sports, including swimming. 

These exercises and training technics not only are 
applicable to new amputees but are of value in correct- 
ing faults of experienced wearers. 
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RECAPITULATION 


The rehabilitation of the amputee is not a disorgan- 
ized, fragmentary type of treatment but an integrated 
concept of medical care that sees the patient through 
from injury to employment. It begins in the hospital, 
where the patient is not allowed to waste time but 
begins at once with the development of his mind and 
body to the demands of daily living. By judicious care 
of his stump, the patient is prepared for the wearing 
of a prosthetic appliance. The fit of the appliance is 
given the greatest consideration. Finally, the patient 
receives the training which helps him realize fully the 
potentialities of his new limb. The artificial limb, good 
as many of them are, is only a substitute for the limb 
that has been lost, and it behooves the amputee to get 
all he can out of the prosthetic limb by training himself 
to hecome expert in its use. 

Under existing laws, physically disabled persons of 
working age may receive physical restoration services, 
including artificial limbs, vocational training and place- 
ment services, to make them employable. The state 
and federal governments have learned that it is a good 
investment to train handicapped workers to fill useful 
jobs and lead productive lives. To be eligible for the 
state-federal services, the disabled person must be of 
working age, have a substantial job handicap because 
of physical or emotional disability and have a rea- 
sonably good chance of becoming employable through 
rehabilitation services. 

Thus the surgeon, limb maker, physical therapist, 
social worker, rehabilitation counselor and the repre- 
sentatives of public and private agencies contribute their 
joint efforts to provide a full service to the civilian and 
rilitary amputee. By availing himself of their services, 
he can become and remain a socially satisfied and eco- 
nomically independent citizen. 


REPORTS OF THE COUNCIL 
The Council on Physical Medicine and Rehabilitation has 
authorized publication of the following report. 
Howarp A. Carter, Secretary. 


GYNOGRAPH, MODEL 2, ACCEPTED 


Manufacturer: Goodman-Kleiner Company, Inc., 5 East 17th 
Street, New York 3. 

The Gynograph, Model 2, is a portable device used to inject 
measured volumes of liquid or gas under controlled pressures 
into the uterus and uterine tubes for diagnostic or therapeutic 
purposes. Acceptance of a previous model was announced in 

Tue Journat (137: 1384 [Aug. 
14] 1948). 

The present model contains 
an airplane type of manometer 
instead of the mercury type pre- 
viously used. An especially de- 
signed spring (nonfriction) lever 
is substituted for the friction 
valve originally used, and an 
automatic flow meter replaces 
the water-filled, bubble-count- 
ing chamber as the means for 
indicating the rate of flow of 
carbon dioxide. A_ pressure 
regulator permits the user to 

Preset the instrument for any intrauterine pressure. 

The apparatus weighs 5.4 Kg. (12 pounds) and measures 18 
by 19 by 40 cm. (7 by 7% by 153% inches). The shipping weight 
is 6.3 Kg. (14 pounds). For operation it requires only the use 
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of compressed carbon dioxide in small cartridges. These are 
obtainable from medical supply stores, packaged as Gynograph 
cartridges or from drug stores as Sparklet cartridges, usually 
sold for carbonating beverages in the home. 

Evidence was obtained that the instrument gave satisfactory 
results to practicing gynecologists. The Council on Physical 
Medicine and Rehabilitation voted to include the Gynograph, 
Model 2, in its list of accepted devices. 


CAMBRIDGE SIMPLI-SCRIBE ELECTRO- 
CARDIOGRAPH ACCEPTABLE 


Manufacturer : Cambridge Instrument Co., Inc., Grand Central 
Terminal, New York 17. 

The Cambridge Simpli-Scribe Portable Electrocardiograph is 
a direct-writing type of instrument. It is housed in a mahogany 
case measuring 28 by 26 by 26 cm. (11 by 103¢ by 1036 inches) 
and weighs 13 Kg. (28 pounds). 
The weight for domestic shipment 
is 16 Kg. (35 pounds); for foreign 
32 Kg. (70 pounds). Accessories 
include four direct-contact electrodes, 
one exploring chest electrode, two 
rolls of Camco no. 40 paper and one 
tube of electrode jelly. It operates 
on 115 volt alternating current and 
draws 93 watts. 

The Simpli-Scribe was tested in 
a physical laboratory acceptable to 
the Council, and the test results 
showed that the instrument complied 
with the “Minimum Requirements 
for Acceptable Electrocardiographs” as set forth in Tue Jour- 
NAL (134:455 [May 31] 1947). The electrocardiograph was 
inspected under clinical conditions and was found satisfactory. 

In view of the favorable physical and clinical evidence the 
Council on Physical Medicine and Rehabilitation voted to 
include the Cambridge Simpli-Scribe Portable Electrocardio- 
graph in its list of accepted devices. 


Cambridge Simpli-Scribe 
Electrocardiograph 


DE VILBISS HAND PUMP AND NEBULIZER, 
COMBINATION NO. 740, ACCEPTED 


Manufacturer: The DeVilbiss Company, Toledo 1, Ohio. 

The purpose of the DeVilbiss Hand Pump and Nebulizer, 
Combination no. 740, is to offer a practical method of aerosoliz- 
ing liquid medicaments for inhalation in the home. This pump 
eliminates the prolonged working of a hand bulb, usually neces- 
sary in the home, and the use of compressed gases, commonly 
seen in clinics. The air chamber of the pump 
is made of brass to prevent corrosion, and the 
stirrup base is of cast aluminum. Built within 
the stirrup base is a receptacle containing a 
fiberglas® filter and also a check valve to pre- 
vent solution being drawn back from the nebu- 
lizer. The nebulizing part of this combination 
is a DeVilbiss no. 40 Nebulizer, previously 
accepted by the Council. 

The device measures 13 by 11 by 61 cm. 
(5% by 4% by 24 inches). Its shipping weight 
is 1.5 Kg. (3 pounds, 5 ounces). 

The specimen submitted by the manufacturer 
was tested clinically under conditions acceptable 
to the Council, and evidence of satisfactory 
operation was obtained. The device nebulized 1 cc. of water in 
6 minutes; it completely nebulized 1 cc. of normal salt solution 
containing 50,000 units of potassium penicillin G in 10 minutes. 

The Council on Physical Medicine and Rehabilitation voted 
to include the DeVilbiss Hand Pump and Nebulizer, Combina- 
tion no. 740, in its list of accepted devices. 


DeVilbiss 
Hand Pump 
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SATURDAY, JANUARY 21, 1950 


FEDERAL AID FOR MEDICAL EDUCATION 
At its last meeting the House of Delegates of the 
American Medical Association adopted a_ statement 
from the Council on Medical Education and Hospitals 
and the Board of Trustees criticising 5. 1453 and its 
companion bill H.R. 5940.2 The criticisms indicated 
that the Ills are unsatisfactory and that they are 
potentially dangerous to the academic freedom of medi- 
cal schools. The House went on record as opposing 
these bills in their present forms. 

On January 15, the Coordination 
Legislation, which was authorized by the House of 
Delegates at its December 1949 meeting, met with the 
Executive Committee of the Board of Trustees to con- 
sider S. 1453 and other bills. The Legislative Com- 
mittee, which serves in an advisory capacity to the 
Executive Committee, proposed several revisions for 
S. 1453 and H.R. 5940. The suggested revisions were 
prepared in part in conformance with the provisions 
and philosophy of S. 246, the Educational Finance Act 
of 1949. This act was passed by the Senate during the 
first session of the Eighty-First Congress and _safe- 
guards more satisfactorily than S. 1453 the independ- 
ence of educational institutions receiving federal aid. 

The Executive Committee has approved the pro- 
posals and has directed the Secretary of the American 
Medical Association to bring them to the attention 
of the state medical societies. At the same time the office 
of the Council on Medical Education and Hospitals 
is notifying the deans of medical schools, so that they 
may be fully informed of the reasons for the American 
Medical Association’s recommendations for correcting 
the objectionable features of S. 1453 and H.R. 5940. 

The suggested revisions call for incorporation of 
federal aid to medical education in a separate title of 
the general bill, as many of the problems and needs 
of medical education are different from those for other 
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health professions. Other changes that are suggesied 
would reduce to a minimum federal control over the 
medical schools, encourage the contribution of local 
support of medical education and eliminate certain 
inequitable provisions in the present bills. Specific 
recommendations include provisions whereby the money 
paid to any school for instruction would not exceed 
30 per cent of the total amount reported as the cost 
by the school; grants for construction would be elimi- 
nated until the needs of all medical schools have been 
surveyed and a balanced long range program developed 
in which the federal government would not pay more 
than one third of the cost of construction projects; an 
objective formula for grants would be written into the 
bill; several conditions under which medical schools 
would qualify for grants would be specifically defined 
and would not give any federal official the power to pre- 
scribe regulations and conditions as he sees fit; restric- 
tive federal control by any department or employee 
would be prevented. Furthermore, the study of the 
needs of the medical schools and the making of recom- 
mendations by a National Council on Medical Educa- 
tion, would be made by a council on which there will 
be adequate representation of persons who are familiar 
with and interested in the problems of medical educa- 
tion. The recommendation by the American Medical 
Association Legislative Committee and Executive 
Committee of the Board of Trustees is for the creation 
of a National Council on Medical Education on which 
there would be ten “leaders in the field of the medical 
sciences, education or public affairs and five of the 
ten shall be persons active in the field of medical edu- 
cation.” The present bills provide that three of the 
ten appointed members shall be persons active in the 
fields of professional health education, which would 
be inadequate since the bills cover six professions, 
The right of appeal would be provided for any medi- 
cal school dissatisfied with an action by the Surgeon 
General. This appeal if not acted on by the Surgeon 
General within ninety days could be carried to the 
United States District Court in which the medical 
school is located. The judgment of the court would be 
subject to review by the Supreme Court of the United 
States. 

S. 1453 and H.R. 5940 as now written do not 
provide a satisfactory solution for the problems asso- 
ciated with federal aid to medical education. The 
above recommendations, stemming from the American 
Medical Association are considered essential by the 
American Medical Association Council on Medical 
Education and Hospitals, Coordination Committee of 
Legislation and Executive Committee of the Board of 
Trustees if legislation providing for federal aid to medi- 
cal education is to protect and preserve freedom and 
independence for medical schools. 
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CONFERENCE OF ACADEMIC DEANS 

At the 1950 annual convention of the Association of 
American Medical Colleges an attack was made on the 
medical profession by some members of the American 
Conference of Academic Deans, which was meeting con- 
currently. The attack appears to have been led by 
persons more concerned with preprofessional education 
than with professional training. It allegedly was based 
on a report issued by a committee consisting of deans 
from Wayne, Ohio State, Northwestern and Kentucky 
universities who had been appointed a year previously 
to study the problems associated with admission of 
students to medical schools. 

included in the attack by the committee was a state- 
ment that annually several thousand students “fully 
qualified in training, personality and temperament are 
denied admission to the professional training of their 
choice.” William S. Guthrie of the College of Arts and 
Sciences of Ohio State University is reported to have 
claimed that there existed rationing of careers in medi- 
cine, dentistry and veterinary medicine without regard 
to the country’s need. He urged expanding the facili- 
ties of the medical schools as was done during World 
War II. Simeon E. Leland of Northwestern Uni- 
versity is reported to have implied that the number of 
medical students “is deliberately kept down in the 
interests of the profession and not of society.” 

According to Dr. Joseph C. Hinsey, president of the 
Association of American Medical Colleges, this com- 
mittee of academic deans did not consult the official 
representatives of the Association of American Medical 
Colleges, nor did the committee invite representatives 
to atiend the meeting where the charges were leveled. 

Guthrie is. alleged to have claimed that “there were 
6,387 places to fill in the freshman classes” in 1949. 
Actually, 6,986 students are enrolled in the present 
first year class, which represents an increase of 298 
students over the previous year. He and Leland 
also are reported to have claimed that only 3 to 5 per 
cent of medical students fail. Again they err, because 
the “mortality rate” is 10 to 15 per cent. While medi- 
cal schools are working to lower this rate, a certain 
percentage of failures must be expected, or medical 
education will suffer from lack of critical screening and 
the public will receive medical care from physicians with 
inferior training. Certainly one would not want to 
return to the deplorable situation that existed at the 
turn of this century, when diploma mills were rampant 
and tuition fees met most of the cost of educating 
medical students. Yet, Guthrie referred in his attack 
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to the fact that today there are fewer (actually not 
many) medical students than there were in 1905, when 
there were 160 medical schools, most of them with low 
standards, as compared with the 79 of today, all with 
high standards. As Dean Hinsey and others have said 
repeatedly, “Medicine requires individualized instruc- 
tion and cannot be expanded at will as is possible in 
some of our fields of learning.” Mass education is 
not suited to a profession that must deal with human 
lives. Guthrie also is reported to have compared the 
data for the increasing population and the current num- 
ber of medical students with those for 1905. He failed 
to mention, however, that the physician population in 
this country is increasing faster than the general 
population. 

Other alieged statements from members of this 
specially appointed committee of the American Confer- 
ence of Academic Deans also could be refuted, but they 
do not merit extended rebuttal; their weaknesses are 
evident to all who will take the time to examine them. 
Apparently the committee did not remain unscathed 
even when they issued the report; many delegates to 
the convention are reported to have registered dissent. 
The medical profession is fully aware of its responsi- 
bilities and is striving constantly to effect improve- 
ments to meet the health needs of the nation. It was 
the medical profession that took the leadership in 1905 
in raising the standards of medical education. Today 
the profession is extending that leadership in many 
fields so that the public may benefit. One example is 
the survey of medical education now being made under 
the supervision of a committee appoimted under the 
joint auspices of the Association of American Medical 
Colleges and the Council on Medical Education and 
Hospitals of the American Medical Association. Presi- 
dent Alan Valentine of the University of Rochester is 
chairman of this committee. This comprehensive sur- 
vey will provide information on the preparation of 
students for the study of medicine, undergraduate work 
and graduate and postgraduate training. No one who 
truly is interested in the welfare of this nation would 
want to see the adoption of plans which might cause 
a return to the medical chaos that existed forty to fifty 
years ago. If medical advances are to be continued they 
must be made on the basis of careful study, planning 
and experience. Those who decry this progressive 
approach would do well to restudy their position. At 
least they should not use misleading data when they 
present their views to others. 
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OBITUARIES OF PHYSICIANS PUB- 
LISHED IN 


The obituaries of 3,331 physicians were published in 
Tue JourkNnat during 1949, an increase of 101 over 
the number published in 1948. This does not represent 
the total number of deaths among physicians in 1949 
but only the total number of obituaries published. 
Some of these deaths occurred during 1948; a later 
study, when all the reports become available, will show 
the total number of deaths among physicians in 1948 
and also in 1949, 

The average age at death among the 3,331 physicians 
was 67.2 years. This is 0.2 year less than the average 
age of 67.4 reported for 1948 .but higher by 0.5 year 
than the average age for 1947. The ages of the dece- 
dents ranged from 21 to 99 years; the largest number 
of deaths occurred between 70 and 74. Four physicians 
died between the ages of 20 and 24, 28 between 25 
and 29, 34 between 30 and 34, 71 between 35 and 39, 
98 between 40 and 44, 147 between 45 and 49, 190 
between 50 and 54, 263 between 55 and 59, 381 between 
60 and 64, 466 between 65 and 69, 567 between 70 
and 74, 525 between 75 and 79, 312 between 80 and 84, 
158 between 85 and 89, 72 between 90 and 94 and 
15 between 95 and 99. The slight lowering of the 
average age at death may be due to the increase in 
the number of physicians dying between the ages of 
35 and 64. Only 63 per cent of the decedents died at 
65 or more years of age, whereas 66 per cent died in 
this age group in 1948. 

The causes of death among the physicians were coded 
according to the “Manual of the International List of 
Causes of Death” (fifth revision) and the “Manual of 
Joint Causes of Death” (fourth edition). This pro- 
cedure was used in 1948. The new revision of the 
“International Statistical Classification of Diseases, 
Injuries and Causes of Death” would have been used if 
the death certificates had been available for the coding 
procedure. The results reveal heart disease to be the 
leading cause of death, with a total of 1,375 deaths, or 
41 per cent of all deaths among physicians. Of these, 
706 were due to coronary occlusion, embolism and 
thrombosis, 172 to angina pectoris and other coronary 
diseases, 273 to diseases of the myocardium and endo- 
cardium and 224 to other diseases of the heart. The 
average age at death from diseases of the heart was 
66.8 years, slightly lower than the average age of 
67.5 years in 1948. 

Diseases of the nervous system caused 432 deaths. 
Of these, 411 were due to intracranial lesions of vascu- 
lar origin, which accounted for 12 per cent of all deaths. 
The average age at death from this cause was 702 
years, 0.2 year less than the average age for 1948. 
Nine physicians died from Parkinson's disease and 
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7 from meningitis and diseases of the spinal cord. 
Four hundred and five, or 12 per cent of all deaths, 
were caused by cancer and other malignant tumors ; 157 
were of the digestive system, 47 of the respiratory 
system, 74 of the genitourinary system and 127 of 
other and unspecified sites. Physicians died at an 
average age of 68.0 years from cancer, a 0.6 year 
increase over last year. There were 17 deaths from 
nonmalignant and unspecified tumors. Diseases of the 
blood accounted for 36 deaths, of which 3 were due to 
anemia and 32 to leukemia. There were 96 deaths 
from arteriosclerosis, 10 from hypertension, 23 from 
aneurysm and 19 from other diseases of the arteries. 

Diseases of the respiratory system other than cancer 
and tuberculosis caused 125 deaths among physicians. 
Bronchopneumonia, lobar pneumonia and pneumonia 
unspecified were the leading causes of death in this 
group, with a total of 80 deaths, as compared with 121 
reported last year. The average age at death for 
pneumonia and influenza combined dropped 1.5 years, 
from 74.3 years to 72.8 years. Hemorrhagic infarctions, 
thrombosis, edema and congestion of the lungs caused 
28 deaths, chronic bronchitis 3, asthma 4 and other 
diseases of the respiratory system 10. Tuberculosis 
of the respiratory system caused 29 deaths; only 1 
death was due to tuberculosis of an unspecified nature. 
The average age at death from tuberculosis decreased 
considerably, from 64.5 in 1948 to 60.3 in 1949, Forty- 
four physicians died of diabetes mellitus and 1 from 
chronic rheumatism. 

Diseases of the digestive system other than cancer 
accounted for 112 deaths, with 26 attributed to cirrhosis 
of the liver, 19 to ulcer of the stomach or duodenum, 
14 to hernia and intestinal obstruction, 4 to diseases of 
the pancreas, 6 to peritonitis, 9 to appendicitis and 34 
to other diseases of the digestive system. One hundred 
and forty-six deaths were caused by diseases of the 
genitourinary system other than cancer; 58 deaths were 
due to chronic nephritis, 63 to uremia and other forms 
of nephritis and 15 to diseases of the prostate. 

Accidents caused 138 deaths among physicians, which 
was a decrease of 20 per cent from the number reported 
in 1948. Sixty deaths were due to motor vehicle acci- 
dents, 10 to airplane accidents, 28 to falls, 4 to poison- 
ing by liquids or solids, 7 to drowning and 3 to firearms. 
The average age at death from accidents was 589 
years in 1949 and 57.2 years in 1948. There were 
44 suicidal deaths, of which 8 resulted from poisoning, 
3 from cutting, 21 from firearms and 1 from jumping. 
Only 2 deaths were caused by homicide. 

Nineteen physicians died from senility, 9 from polio- 
myelitis, 4 from Hodgkin’s disease and 21 from other 
miscellaneous diseases. Unknown causes of death num- 
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bered 135. Among a total of 703 contributing causes 
of death, diseases of the heart accounted for 137, arterio- 
sclerosis 129, hypertension 78, intracranial lesions of 
vascular origin 60, nephritis 56, pneumonia 42 and 
cancer 27, 

The obituaries published in 1949 reported that 5 
physicians were killed in action during World War II, 
of which 1 was missing in action, 1 died aboard a 
Japanese prison ship, 1 was killed in the Pacific area 
and 2 were killed in the European area. Of the 9 
physicians who died during military service, 3 died in 
airplane accidents, 2 died of cancer, 1 of tuberculosis, 
1 of a subarachnoid hemorrhage, 1 after an appendicitis 
operation and 1 from accidental poisoning. A total of 
895 military deaths among physicians has been reported 
in THE JOURNAL since the outbreak of World War II; 
of these, 318 physicians were killed in action and 577 
died during military service. 


ASSOCIATION OFFICERS 
The deaths of 3 former presidents and 1 former vice 
president of the American Medical Association were 
reported in 1949. Fourteen of the deceased physicians 
had been members of the House of Delegates, 1 a 
member of a council, 1 a chairman of a council, 1 a 
director of a bureau and 2 had been section officers. The 
obituaries reported that 40 decedents had been presi- 
dents and 3 had been secretaries of state medical asso- 
ciations; 219 had been presidents and 49 had been 

secretaries of county medical societies. 


MISCELLANEOUS POSITIONS 

Eight of the deceased physicians had been presidents 
of medical colleges, and 3 had been deans; 139 had 
been professors and 73 had been teachers in medical 
schools. Six decedents had served on the National 
Board of Medical Examiners, 25 on state boards of 
medical examiners, 88 on boards of education and 66 
on boards of health. Among the deceased physicians, 
181 were reported as health officers and 29 had been 
associated with the state health departments. Among 
the decedents there had been 1 alderman, 14 city 
councilmen, 21 legislators, 54 mayors, 62 coroners, 
4 dentists, 12 pharmacists and druggists, 32 authors, 
9 editors and 12 missionaries. 


GOVERNMENT SERVICE 

Among the physicians whose obituaries were pub- 
lished in 1949, 3 had served in the Mexican Border 
Campaign, 1 in the Boxer Rebellion, 3 in the Philippine 
Insurrection, 48 in the Spanish-American War, 625 in 
World War I and 225 in World War II. Eleven dece- 
dents had served with the armed forces of foreign 
countries. Two physicians had been Surgeon Generals 
of the United States Public Health Service; 1 had been 
a Surgeon General of the Navy; 36 had been in the 
Medical Corps of the United States Army and Navy, 
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and 15 had been in the Medical Reserve Corps. Four 
decedents had served in the National Guard, 32 had 
been in the United States Public Health Service, 4 in 
the United States Public Health Service Reserve, 5 
in the Indian Service and 62 with the Veterans 
Administration. 


Current Comment 


A NEW CONCEPT IN THE SURGICAL 
MANAGEMENT OF HIRSCH- 
SPRUNG’S DISEASE 

It is the contention of Swenson, Rheinlander and 
Diamond‘ that in the surgical management of Hirsch- 
sprung’s disease the undilated obstructing portion of the 
rectosigmoid deserves first attention, rather than the 
dilated hypertrophic part of the bowel or the sympa- 
thetic pathways to the intestinal tract. The presence 
of such a lesion was first emphasized by Neuhauser,’ 
who found that careful radiographic studies in such 
cases will demonstrate a narrow segment of rectosig- 
moid distal to the dilated colon. Constipation, olsti- 
pation with frequent abdominal distension, abnormal 
peristalsis, cramps and vomiting are the clinical signs 
of this disease and are also those of a low chronic 
partial bowel obstruction. Large fecal impactions are 
frequently found in the left side of the colon. From 
previous experience it is known that patients are 
relieved by a colostomy just above the rectosigmoid. 
If this is closed, the syndrome reappears. Colectomy 
does not consistently alter the course of the disease. 
The authors made experimental observations on colonic 
peristalsis by studying the intraluminal pressure in such 
cases. They learned that the dilated hypertrophic por- 
tion showed peristaltic activity. The narrow segment 
of the rectosigmoid showed no activity, or its contrac- 
tions had a low amplitude and were dissociated from 
the peristaltic waves descending from above. By careful 
neurologic studies on a portion of the surgical speci- 
mens, it was found that there was either an absence or 
an abnormal distribution of the ganglion cells of the 
myenteric plexuses in or about the rectosigmoid. These 
are the end points of the sympathetic nervous system 
in the intestine. They concluded that such findings 
might be the basis for this peculiar malfunction. This 
evidence, clinical and experimental, supports the idea 
that the disease may be attributed to a dysfunction of 
the rectosigmoid, manifested as a partial bowel obstruc- 
tion, producing a secondary dilatation and hypertrophy 
of the proximal colon. By surgical resection of the 
rectosigmoid the authors secured a complete cure in 
33 of 34 patients thus treated. There was one post- 
operative death. No other form of treatment has pro- 
duced such uniformly satisfactory results. 


1. Swenson, O.; Rheinlander, H. F., and Diamond, I.: Hirschsprung’s 
Disease: A New Concept of the Etiology, New England J. Med. 241: 551, 
1949. 

2. Swenson, O.; Neuhauser, E. B. D., and Pickett, L. K.: New Con- 
cepts of Etiology, Diagnosis and Treatment of Hirschsprung’s Disease, 
Pediatrics 4: 201, 1949. 
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THE SCIENTIFIC EXHIBIT—SAN FRAN- 
CISCO SESSION 


Closing Date for Applications 

The Committee on Scientific Exhibit draws attention to the 
fact that applications for space in the Scientific Exhibit at the 
San Francisco Session and applications for time on the motion 
picture program will close on January 30. Late applications 
received aiter January 30 will be placed on a waiting list to 
be considered only if space becomes available. 

Application blanks may be obtained from Section representa- 
tives to the Scientific Exhibit or from the Director, Scientific 
Exhibit, American Medical Association, 535 North Dearborn 
Street, Chicago 10. 


Washington Letter 
(From « Special Correspondent) 


Jan. 16, 1950. 


Health Legislation Discussed as Congress Opens 

The reconvening of Congress on January 3 and President 
Truman's “state of the union” message the following day 
brought pending and proposed national health legislation into 
sharp relief. Although the chief executive's demands were cau- 
tiously conservative, with observers pointing out that they 
included no reference to compulsory health insurance, it was 
anticipated that the Administration's campaign would warm 
up when Federal Security Administrator Oscar R. Ewing 
returns from abroad in mid-January. 

Senator Lester C. Hunt (Democrat, Wyoming) plans to 
introduce a new national health bill. The Wyoming senator, 
who is a dentist, said he is gratified by public reaction to his 
plan, which provides for establishment of a Department of 
Health and operation of a federally sponsored system of volun- 
tary prepayment insurance to cover medica!, dental and hospital 
expenses. It would be of the deductible-benefit type, with 
Senator Hunt still undecided whether the line should be fixed 
at $50, $75 or a higher figure. 

Representative J. Percy Priest (Democrat, Tennessee) pre- 
dicted on January 5 that Congress will complete action this 
year on at least three major health bills: federal aid to medical 
education, school health services and local public health units. 
While he emphasized that the House may not approve these 
measures in exactly the same form in which they passed the 
Senate in 1949, Representative Priest expressed confidence that 
they ultimately will be voted favorably with amendments and 
enacted into law. 

Representative Joseph P. O'Hara (Republican, Minnesota), 
the only House member serving on both the special committee 
investigating lobbying and the health legislation subcommittee 
whose chairman is Representative Priest, confessed that he 
takes a dim view of both the school health services and the 
aid to medical education bills, “because they contain features 
that might open the door to socialized medicine.” He asserted 
that he does not expect the seven member lobbying committee 
to hold its first meeting of 1950 before the first part of February. 


Bell Diathermy Apparatus Cited for “False 
Advertising” 

The Federal Trade Commission has issued a formal complaint 
against the Bell Diathermy Co. of New York City and its 
officers, George and Etta Edelstein, charging false advertising 
and representations that the device is an effective treatment for 
arthritis, rheumatism, asthma, neuritis, lumbago, sciatica, bur- 


sitis and neuralgia. The respondents have twenty days in which 
to file answers to the complaint (FTC no. 5727). 

Taking exception to advertising claims that the Bell dia- 
thermy apparatus can be safely and efficiently operated by the 
patient without professional aid, the Federal Trade Commission 
stated in its complaint, “The application of diathermy treatment 
by an unskilled person in cases where there are advanced blood- 
vessel changes of the legs, which are usually characterized by 
severe pains in the extremities, may, in excess dosage, not only 
cause serious burns but may lead directly to gangrene and 
necessitate amputation of the leg. Neuralgia and neuritis are 
frequently symptoms of some underlying cause or disease, such 
as tumor, tuberculosis, syphilis, cancer and diabetes, and an 
attempt to relieve the pain resulting from such conditions by 
the use of a diathermy device without security proper 
diagnosis as to the cause of such pain may result in fatal 
delay in the treatment of the underlying cause of such symptoms.” 


Army Sponsoring Inter-Agency Hospital Institute 

The Office of the Army Surgeon General has disclosed that 
the third Inter-Agency Hospital Institute will be held at the 
Army Medical Center in Washington April 17 to May 5 under 
Army sponsorship. Two previous institutes, in January and 
October of last year, were under the auspices of the Veterans 
Administration. Attendance of about 35 representatives of 
Army, Navy, Air Force, Veterans Administration, Public 
Health Service and Bureau of Indian Affairs is expected at the 
spring session. Responsibility for arranging the program, which 
will present civilian leaders who are expert in the various 
aspects of hospital management, has been placed in the hands 
of Col. Floyd L. Wergeland and Col. B. L. Steger, of the 
Education and Training Division, Office of the Surgeon General. 


Symposium on Cardiovascular Surgery Arranged 

The surgery study section of the National Institutes of 
Health, sponsor of the program, announces that more than a 
score of papers will be presented at the symposium on cardio- 
vascular surgery to be held at the Hotel Mayflower in 
Washington January 21. Dr. Claude S. Beck, professor of 
neurosurgery at Western Reserve University School of Medi- 
cine, served as chairman of the arrangements committee. Dr. 
Frederick A. Coller, chairman of the department of surgery 
at the University of Michigan School of Medicine, is head of 
the surgery study section. 


Atlas of Tumor Pathology 

The Armed Forces Institute of Pathology (formerly Army 
Institute of Pathology) has announced forthcoming publication 
of the “Atlas of Tumor Pathology,” which has been in process 
of preparation for two years. When finally completed, the atlas 
will be composed of 39 parts, each dealing with a type of 
neoplasm. Thirty pathologists and seven sponsoring agencies 
contributed to the work. Credited by the government as origi- 
nators of the idea for the atlas are Dr. Baldwin Lucke, Uni- 
versity of Pennsylvania, and Dr. Milton Winternitz, Yale 
University. 


Coming Medical Meetings 


Annual Congress on Medical Education and Licensure, Chicago, Palmer 
House, Feb. 5-7. Dr. Donald G. Anderson, 535 N. Dearborn. St., 
Chicago, Secretary. 

National Conference on Rural Health, Kansas City, Mo. Feb. 3-4. 
Dr. F. S. Crockett, 535 N. Dearborn St., Chicago, Chairman. 


American Academy of Orthopedic Surgeons, New York, Waldorf-Astoria 
Hotel, Feb. 11-16. Dr. Harold B. Boyd, 869 Madison Ave., Memphis, 
Tenn., Secretary. . 
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RESIDENTS TO GO OVERSEAS 


The commanders of Army General hospitals are being noti- 
fied that 100 medical officers are to be selected from first and 
second year residents in teaching hospitals to meet the tem- 
porary medical needs in the European and Far Eastern com- 
mands during the summer. The officers selected would serve 
only temporarily in overseas assignments and would return to 
their regular residency assignments during August. Extension 
of their resident periods will cover time lost from formal train- 
ing. This temporary shortage is caused by the loss during the 
summer months of the last large group of doctors who are 
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completing their service obligation to the government in return 
for wartime exemption and financial aid to finish their medical 
educations. Major General Bliss, the Surgeon General, paid 
tribute to the physicians leaving the service and said their con- 
tributions to the Army medical service had been invaluable. He 
stated that he expected that the overseas quotas would be filled 
by sufficient numbers of applicants who desire to take advantage 
of the opportunity for the medical experience to be gained over- 
seas and who would also welcome a three or four month respite 
from the rigorous training program in which they are now 
engaged. 


FEDERAL FUNDS FOR HOSPITALS 


All states and territories participating in the National Hos- 
pital Program have selected the percentage of federal funds to 
be used for hospital construction projects in their state. The 
states were given authority to select this percentage (ranging 
from one third to two thirds) under a recent amendment to the 
Hospital Survey and Construction Act of 1946. Prior to this 
time the law stipulated that all federal grants made through 
the states were to be for one-third the cost of construction. 

Foliowing is a table showing the percentages selected by the 
states: 


Annual 
State Percentage Allotment 
Alabama +++ 66.6 $5,140,000 
50.0 853,000 
60.0 3,776,000 
33.3 5,148,000 
43.3 1,023,000 
Distiict of Columbia. ......cccces 33.3 491,000 
ccc 33.3 627,000 
38.8 4,7 24,000 
33.3 3,051,000 
Kentucky 66.6 4,933,000 
Louisiana 65.0 4,240,000 
Maryland . 44.0 1,585,000 
Minnesota 45.0 3,414,000 
Mississippi 66.6 4,469,000 
50.0 4,340,000 
ew York 33.3 5,942,000 
44.0 6,414,000 
33.3 5,979,000 
Pennsylvania 49.0 9,241,000 
South Dakota .. 59.0 586,000 
Tennessee ..... 52.0 4,977,000 
$9.0 9,494,000 
45.0 754,000 
Puerto Rico ........ 66.6 4,620,000 
HOSPITAL CONSTRUCTION PROGRAM 


As of Dec. 1, 1949, fifty hospitals had been completed and 
were in operation and 631 were under construction under the 
Hospital Survey and Construction Act. The majority of the 
hospitals being built are general hospitals of 50 beds located in 
small towns and rural areas where the need is the greatest. A 
recent amendment to the act permits each state to allot differing 
percentages of federal aid to hospitals being constructed under 
the state program. Under the amendment the new “sliding 
scale” allows the states to allot federal funds up to two thirds 
of the cost of the individual project, but this option is not 
related to the percentage of federal funds allotted to the state 
hospital construction program as a whole. Florida and Michigan 
are the first states to exercise the option of granting varying 
Percentages under the amendment. In Florida the allotment 
of 56.3 per cent would have been the maximum for each project 
had the state chosen to fix the same percentage for all projects. 


PUBLIC HEALTH SERVICE 


Under the “sliding scale” arrangement chosen by Florida, 65 per 
cent is the maximum federal allotment for an individual project 
and 35 per cent is the minimum. In Michigan the range is 
60 per cent to 40 per cent. The standards submitted by Florida 
and Michigan were drawn to help communities with a low per 
capita income. 


INFLUENZA INFORMATION CENTER TO 
BE CONTINUED 


The Influenza Information Center will be continued for one 
more year under a decision reached at a meeting of the Advisory 
Committee to the World Health Organization Influenza Study 
Program. All laboratories which engaged in the program last 
winter have been invited to participate again this year. Labora- 
tories which have been equipped for influenza work during the 
last year are being invited to join in the program. 

The Advisory Committee has designated eight special regional 
laboratories to administer certain aspects of the program. They 
are responsible for supplying antigens and antiserums to the 
collaborating laboratories in their respective areas and trans- 
mitting to the Influenza Strain Study Center, Brooklyn, sus- 
pected influenza viruses which collaborators have isoiated from 
cases of influenza. 

Following are the special regional laboratories : 

Massachusetts General Hospital, Boston (Dr. M. Finland). 

University of Pittsburgh, Pittsburgh (Dr. J. E. Salk). 

Uaiversity of Michigan, Ann Arbor (Dr. T. Francis Jr.). 

Communicable Disease Center (Virus Laboratory), Montgomery (Dr. 
M. F. Schaeffer). 

University of lowa, lowa City (Dr. A. P. McKee). 

State Board of Heaith, Berkeley (Dr. E. H. Lennette). 


University of Toronto, Toronto (Dr. C. E. Van Rooyen). 
School of Tropical Medicine, San Juan, Puerto Rico (Dr. E. Perez). 


Some of the participating laboratories will be specifically 
designated to work with a regional laboratory in isolating 
influenza virus or in titrating serums. Others may be asked 
to serve as “lookout stations” to report outbreaks which may 
occur in their communities. 

Participating laboratories will follow the reporting procedure 
established last winter. All outbreaks of influenza and results 
of diagnostic studies, including the identification of isolated 
virus, will be reported to the Influenza Information Center, 
National Institutes of Health, Bethesda 14, Md. 

The Influenza Information Center will not issue bulletins as 
it did last year. However, beginning in December, the weekly 
Communicable Disease Summary of the National Office of Vital 
Statistics will include from time to time a section entitled 
“Report of the Influenza Information Center.” The weekly 
Communicable Disease Summary is based on telegrams from 
state health officers reporting cases of certain notifiable diseases 
diagnosed by private physicians. Many of the laboratories par- 
ticipating last winter reported that infectious agents other than 
influenza virus were recovered. As these recoveries often have 
considerable epidemiologic importance, the report will contain a 
subsection on “Miscellaneous Isolations.” 
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Medical News 


(Physicians will confer a favor by sending for this department 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 


ALABAMA 


Dr. Lyons Heads Department of Surgery.—Dr. Champ 
Lyons, New Orleans, associate professor of surgery at Tulane 
University of Louisiana School of Medicinc, New Orleans, 
became professor and chairman of the department of surgery on 
a full time basis at the Medical College of Alabama, Birming- 
ham, on January 1. Dr. Lyons replaces Dr. James M. Mason, 
who now holds the rank of professor emeritus. Dr. Lyons 
graduated from Harvard Medical School, Boston, in 1931. He 
was a fellow in medicine of the National Research Council, 
1933-1934, and Moseley Traveling Fellow of Harvard in London 
in 1937, During the war he served in the U. S. Army medical 


corps. 
CALIFORNIA 


Appointments to Faculty.— Dr. Dermott B. Taylor of 
the University of London, England, has been appointed to the 
faculty of the University of California Medical School, San 
Francisco. He has been on the faculty of the London Univer- 
sity for 10 years and prior to that was at Trinity College. 
Dr. Ralph L. Hawkins of Mill Valley has been appointed lec- 
turer in anatomy. He received his M.D. at Harvard University 
Medical School, Boston, in 1933. He served with the army 
medical corps for five years and in 1948-1949 was resident neuro- 
logic surgeon at Massachusetts General Hospital, Boston. 


Society News.—At the meeting of the Los Angeles Society 
of Allergy November 25 the following officers were elected: 
Drs. Frank G. Crandall Jr., Los Angeles, president ; M. Coleman 
Harris, Beverly Hills, vice president, and Norman M. Shure, 
Beverly Hills, secretary-treasurer——At the annual meeting of 
the Los Angeles County Medical Association December 1 the 
following officers were elected: Drs. William E. Costolow, Los 
Angeles, president and trustee; J. Philip Sampson, Santa 
Monica, vice president, and ‘Richard O. Bullis, Los Angeles, 
secretary-treasurer and trustee. 


COLORADO 


Personal.—Dr. Vernon L. Bolton, Colorado Springs, has 
been assigned as commander of a new army reserve unit 
which, it is reported, will have an authorized strength of 28 
male medical department officers and 9 officers from the Army 
Nurse Corps Reserve and the Women’s Medical Specialists 
Corps. 

Dr. Timmons Receives Pediatrics Award.—Dr. Elmer L. 
Timmons, who has been practicing in Colorado Springs for 
44 years, recently received the annual award of the Rocky 
Mountain Pediatrics Society for long and outstanding work in 
his field. Dr. Timmons was organizer of the Colorado Springs 
Baby Clinic in 1924. He is a graduate of the Hospital College 
of Medicine, Louisville (1905). 


ILLINOIS 


Symposium on Cancer.— The Illinois Division of the 
American Cancer Society of the Illinois State Medical Society 
is sponsoring a cancer symposium at the Chicago Illini Union 
January 24. Speakers will be Drs. Warren H. Cole and Roger 
A. Harvey, John T. Reynolds, Eric Oldberg, Paul H. Holinger, 
Danely P. Slaughter and John Van Prohaska. 


Venereal Disease Rates Drop.—Venereal diseases, still the 
most prevalent of all reported communicable diseases in IIlinois, 
are almost 12 per cent below the rates of last year, Dr. Roland R. 
Cross, state director of public health, reports. Up to December 
10 of this year 27,870 cases of gonorrhea and 13,199 cases of 
syphilis were reported to the state health department, compared 
with 1948 figures of 30,223 cases of gonorrhea and 15,776 cases 
of syphilis. Fifty-three venereal disease diagnostic clinics are 
located in the state. Specialized treatment centers are located 
in hospitals in 20 Illinois cities. 


Chicago 
Society Meeting —The North Side Branch of the Chicago 
Medical Society will hold its regular meeting February 2 at 
the Drake Hotel at 8 p. m. Dr. John W. Harris, Madison, Wis., 
will speak on “Facts and Falacies Concerning Prenatal Care” 
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and Dr. Ralph A. Kinsella, St. Louis, on “Unidentified Forms 
of Inflammatory Rheumatism.” A fellowship gathering will be 
held at 5:30 and dinner at 6: 30. 

Dr. Lapham’s Gift to Northwestern.— Northwestern Uni- 
versity has received a gift of almost $100,000 from Dr. Anna 
Ross Lapham, an assistant professor of obstetrics, emeritus, and 
first woman professor of the university's medical school, for 
research, scholarships and loans in the department of obstetrics 
and gynecology. Dr. Lapham, who received her M.D. cum laude 
from Northwestern in 1898, joined the medical school faculty 
in 1919 and was given her present emeritus rank in 1947. For 
many years she assisted the late Dr. Joseph B. DeLee, founder 
of the Chicago Lying-In Hospital of the University of Chicago, 
In 1942 Dr. Lapham was honored by the medical school when 
her portrait was hung in the Archibald Church Library. 


INDIANA 


Conference of County Society Officers.—County medical 
society officers of the Indiana State Medical Association will 
hold a conference January 29 at the Claypool Hotel, Indianapolis, 
Among the speakers will be Mr. Russell I. Richardson, Lebanon, 
attorney and member of the Indiana Hause of Representatives, 
who will give a firsthand report on “What Socialism is Doing 
to Great Britain.” Mr. Thomas A. Hendricks, Chicago, secre- 
tary, Council on Medical Service, American Medical Associa- 


tion, will speak. 
KENTUCKY 


New Children’s Hospital.—Construction of a new children’s 
hospital in Louisville, costing $2,000,000, is to begin in January. 
Some of its features will be an amphitheater for teaching 
doctors and nurses, three operating rooms, a laboratory, a 
research department for the University of Louisville School of 
Medicine and an isolation department for contagious diseases, 

Personal.— Dr. J. Duffy Hancock, Louisville, has been 
elected chairman of the executive committee of the Kentucky 
Division of the American Cancer Society, succeeding Dr. Guy 
Aud, Louisville, who resigned. Dr. Aud will remain as one of 
the national board members of the society and as regional 
director for nine Southern states. Dr. Hancock was chairman 
of the division from 1932, when it was organized, until he 
resigned in 1942 to serve in the army. 

Grievance Committee Formed.—The council of the Ken- 
tucky State Medical Association at a meeting in Louisville, 
December 29, voted to set up a grievance committee which 
would hear patients’ complaints dealing with fees, quality of 
service or any matter pertaining to medicine. A thorough 
examination will be made of all facts presented in each case. 
The committee will also be concerned with inadequate medical 
facilities in rural areas of the state. Dr. Charles A. Vance of 
Lexington was appointed chairman; the other members will be 
past presidents of the association. 


MARYLAND 


Appoint Chief Medical Examiner.—Dr. Russell S. Fisher, 
research fellow and lecturer of legal medicine at Harvard 
Medical School, Boston, has been appointed chief medical 
examiner for the state of Maryland to succeed the late Dr. 
Howard J. Maldeis. Dr. Fisher graduated from the Medical 
College of Virginia, Richmond, in 1942. 

Personal.—Dr. David I. Macht, for many years lecturer in 
pharmacology at Johns Hopkins University and now research 
physiologist and pharmacologist in the Sinai Hospital, Balti- 
more, was presented with an honorary degree of Doctor of 
Theology (Hebrew-“Haber”) by the Ner Israel Rabbinical 
College of Baltimore, on the occasion of his fortieth anniversary 
as a research scientist and in recognition of his scientific con- 
tributions concerning Biblical references to natural history and 
his studies on the interrelationships of science and religion. 


MASSACHUSETTS 


Tufts Medical School Moves.—In December Tufts Col- 
lege Medical School, Boston, completed its moving into new 
quarters at the New England Medical Center. Besides Tufts, 
the center consists of a group of hospitals and research labora- 
tories where the college medical students receive clinical training. 
The new building and equipment for the school was purchased 
at the cost of over $2,500,000. 

Centennial Education Program.—The Norfolk District 
Medical Society has planned its one hundredth educational 
anniversary program to include the following items: January 24, 
Symposium on Chemotherapy, with Dr. ter S. Keefer in 
charge; February 28, Cardiovascular Disease, Dr. Herman L. 
Blumgart in charge; March 28, Alcohol—general program on 
alcoholism in its medical and sociological aspects—with Dr. 
James M. Faulkner in charge. 
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MICHIGAN 


Heart Association Grants.— The Michigan Heart Asso- 
ciation has reported a total of $104,100 in grants for research 
and education since it was organized in 1948. Among the grants 
is one of $15,000 to Wayne University College of Medicine, 
Detroit, for research in diseases of blood vessels; $32,000 for 
the rheumatic fever control program of the Michigan State 
Medical Society; $32,000 to the American Heart Association, 
half of which is specifically committed to research in diseases of 
the heart and blood vessels and $10,000 for its own lay and pro- 
fessional education efforts. The Michigan Heart Association is 
an affiliate of the American Heart Association and has become 
a member agency of the United Health and Welfare Fund of 
Michigan for the purpose of raising the necessary funds. 

Set Up State Cancer Registry.—A central “cancer regis- 
try” for Michigan has been established in Detroit through the 
efforts of a professional group headed by Dr. Donald C. Beaver, 
associate professor of pathology, Wayne University College of 
Medicine. Headquarters will be at the Detroit Cancer Center, 
4811 John R. The Detroit Institute of Cancer-Research, at that 
address, will do much of the research work. The file will be 
made up of microscopic slides of tissue removed at operation. 
About 2,500 cases can be listed the first year, according to Dr. 
William L. Simpson, Detroit, scientific director of the institute, 
who is professor of experimental oncology at the college. The 
state has about 27,009 known cancer cases, he said. The Michi- 
gan Pathological Society originated the state cancer registry 
plan more than two years ago; other organizations cooperating 
are the Cancer Control Committee of the Michigan State 
Medical Society, the Southeastern Michigan Division of the 
American Cancer Society and the Michigan Cancer Foundation, 
which is furnishing $10,000 for the first year’s work. A board 
of seven men will direct the registry; five already chosen are 
Drs. Beaver and Simpson; Osborne A. Brines, Detroit, chair- 
man of Wayne’s pathology department; A. James French, Uni- 
versity of Michigan Medical School, Ann Arbor, and Frank W, 
Hartman, Henry Ford Hospital, Detroit. 


MINNESOTA 


Commissioner of Mental Health—Dr. Ralph Rossen, 
superintendent of Hastings State Hospital, was appointed 
December 15 as Minnesota commissioner of mental health, a 
post created by Governor Youngdahl. Dr. Rossen is a native 
of Hibbing and a graduate of the University of Minnesota 
Medical School. 

Judd Lecture on Anesthesia.— Dr. Henry K. Beecher, 
professor of anesthesiology at Harvard Medical ‘School, Boston, 
will deliver the annual E. Starr Judd Lecture in Surgery on 
the evening of February 16. Dr. Beecher will speak on “Growth 
in the Field of Anesthesiology.” During his visit to Minneapolis, 
Dr. Beecher will also participate in a continuation course in 
cancer for physicians, which will be presented on February 16 
and 18. 


NEW YORK 


Statistician Accepts Position with U. S. Public Health 
Service.—Hyman Goldstein, Ph.D., senior statistician with the 
New York State Health Department, Division of Cancer Con- 
trol, has accepted a position as statistician with the recently 
created National Institute of Mental Health of the U. S. Public 
Health Service in Bethesda, Md. His work will be setting 
up and maintaining procedures in procuring an annual census 
of mental patients throughout the country. Dr. Goldstein joined 
the New York state department in December 1939 and has been 
with the Division of Cancer Control except for one year when 
he served on the War Manpower Commission as associate 
Statistician with the Procurement and Assignment Service in 


Washington, D. C. 
New York City 


Brooklyn Thoracic Society—On Nov. 15, 1949 the 
Brooklyn Thoracic Society, which had lapsed into inactivity 
during the war, was reorganized. The organization plans to 
meet four times a year. Membership is limited to physicians 
interested in pulmonary diseases. 

Society News.—Dr. Leo M. Davidoff will read a paper on 

resent Status of Trifacial Neuralgia” at the next monthly 
conference of the New York Institute of Clinical Oral Pathology 
which will be held January 30 at the New York Academy of 

edicine, room 440, at 9 p. m. 

Dr. Dacso to Head Physical Medicine at Goldwater 
Hospital.—_Dr. Michael M. Dacso has been appointed physi- 
Gan-in-charge of a reorganized department of physical medicine 
and rehabilitation at Goldwater Memorial Hospital, New York, 
a unit of the New York University-Bellevue Medical Center. 
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The new department has been organized in conjunction with the 
department of hospitals, New York City, and Goldwater Memo- 
rial Hospital. Dr. Dacso will have direct charge of supervising 
research, teaching and medical care carried out in Goldwater's 
new rehabilitation wards, in which there are 100 beds. He will 
also supervise Goldwater Memorial Hospital's facilities for 
physical therapy, occupational therapy, recreation, prevocational 
guidance, speech therapy and psychologic testing. He is an 
assistant clinical professor on the college faculty. 

Hospital Anniversary Dinner.—The twentieth anniversary 
dinner of the Morrisania City Hospital was held at the Con- 
course Plaza Hotel December 10, and the proceeds were con- 
tributed to the J. Lewis Amster Medical Library of the 
hospital. Dr. Amster, the toastmaster, introduced the follow- 
ing speakers: Drs. Marcus D. Kogel, commissioner of hospitals ; 
A. Werner Hetrick, dean, New York Medical College Flower 
and Fifth Avenue hospitals; Jean A. Curran, president, Long 
Isiand College of Medicine; John Duff, president, Medical 
Board of Morrisania City Hospital; Nathan B. Van Etten, 
former president of the American Medical Association and 
chairman of the medical board; William A. Roberts, former 
president of the medical board; Nathaniel Smith, medical super- 
intendent, Morrisania City Hospital; Succorso A. Suriano, 
ee Alumni Society of the hospital, and Mr. James J. 

yons, president, Bronx Borough. 

Personals.—Dr. Harry A. Solomon has been named direc- 
tor of medicine and Dr. Lester Breidenbach director of surgery 
at Beth David Hospita!, effective January 1, succeeding Drs. 
Louis Hauswirth and Frederic W. Bancroft, who have been 
made emeritus directors of medicine and surgery, respectively. 
Dr. Allen S. Russek, surgeon and physician in charge of physi- 
cal medicine ‘at the U. S. Marine Hospital, Stapleton, Staten 
Island, has been appointed assistant professor of physical 
medicine and rehabilitation and coordinator for research and 
education of the department of physical medicine and rehabilita- 
tion, New York University College of Medicine. Dr. Russek 
will be responsible for the coordination of details in the teaching 
programs in physical medicine and rehabilitation throughout the 
New York University-Bellevue Medical Center-——Dr. Frank 
R. Ferlaino, chairman, medical advisory board, New York 
State Athletic Commission, has been appointed assistant clini- 
cal professor in the department of industrial medicine and 
assistant attending physician at University Hospital of the 
New York University-Bellevue Medical Center-———Dr. Julien 
Priver has been appointed associate director of Mount Sinai 
Hospital of New York. Dr. Priver came to Mount Sinai as 
an assistant director in 1946 after serving a residency in hospital 
administration at the Hospital for Joint Diseases. He is a 
graduate of the City College of New York and of the Univer- 
sity of Western Ontario Medical School, London, Canada.—— 
Dr. George Baehr, former president of the New York Academy 
of Medicine, has been appointed chairman of the academy’s 
23 man committee to develop an over-all future health program. 


OHIO 


Report of Cleveland Survey.—During the chest x-ray 
survey of greater Cleveland, which began March 5 and was 
completed August 21, 688,204, 70 mm. films were taken. Of 
these, 656,625, or 95.9 per cent, were read as normal on small 
films and 16,290 or 2.5 per cent showed evidence of abnormality. 
Of the later group, 2,123, or 0.3 per cent of the roentgenograms 
of the total, showed evidence of tuberculosis, and in 6,223, 1 per 
cent, tuberculosis was suspected. Statistical anlalysis of the 
survey revealed that of all cases of tuberculosis discovered, 
64.6 per cent were in the minimal stage, 33.3 per cent were in 
the moderately advanced stage and only 2.1 per cent in the 
far advanced stage. These figures do not represent actual diag- 
nosis, but only evidence of disease in the small film. These 
figures will be further corrected when results of the examina- 
tions of 14 by 17 inch films are available. The final figures fol- 
lowing complete clinical investigation will not be available for 
many months. 

Cleveland Clinic Appointments.—Dr. Stanley O. Hoerr, 
Columbus, has joined the department of general surgery of 
Cleveland Clinic. Dr. Hoerr, who received his M.D. from 
Harvard Medical School in 1936, was chief resident in surgery 
at Peter Bent Brigham Hospital. He served with the Fifth 
Army General Hospital in Europe from 1942 to 1945, then 
returned to Harvard as instructor in surgery. In 1947 Dr. 
Hoerr went to Columbus, where he was associate professor 
of surgery at Ohio State University College of Medicine. He 
was certified by the American Board of Surgery in 1946. Dr. 
Donald B. Effler, Washington, D. C., who has joined the 
staff in the department of thoracic surgery, was graduated from 
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the University of Michigan Medical School in 1941. He served 
residencies at Walter Reed General and Gallinger Municipal 
hospitals in Washington, D. C., and at the Hospital of the 
Good Samaritan in Los Angeles. Dr. Effler spent five years 
in the medical corp of the U. S. Army. Dr. Robert A. Hays, 
who has been appointed to the staff in the department of thera- 
peutic radiology, was graduated from Tufts College Medical 
School, Boston, in 1940, interned at City Hospital, Worcester, 
Mass., and spent three years in the U. S. Army. He was 
eranted a fellowship at the Cleveland Clinic in 1945 and was 
appointed to the assistant staff in 1949. He was certified by 
the American Board of Radiology in 1949. Dr. Robert E. Wise, 
who has been appointed a member of the staff in the department 
of roentgenology, was graduated from the University of Mary- 
land School of Medicine and College of Physicians and Sur- 
geons, Baltimore, in 1943, and served with the U. S. Navy for 
four years. In 1947 Dr. Wise was granted a two year fellow- 
ship at the Cleveland Clinic and was made a staff assistant in 
1949. He has been certified by the American Board of Radiology. 
Dr. Robert S. Dinsmore, member of the surgical staff since 
1924, has been appointed to succeed the late Dr. Thomas F. 
Jones as chief of staff of surgery. Dr. Dinsmore was graduated 
a University School of Medicine, St. Louis, in 
1917. 
WEST VIRGINIA 


Personals.—Dr. George E. Gwinn, who has been on the 
medical staff at Catawba Sanatorium, Virginia, for the past 
year, has accepted appointment as a member of the staff at 
Pinecrest Sanitarium, Beckley. —— Dr. Frank J. Holroyd of 
Princeton, chairman of the public relations committee, has been 
named official spokesman for the West Virginia State Medical 
Association. 

Secretaries’ Conference.— The annual Secretaries’ Con- 
ference, sponsored by the West Virginia State Medical Asso- 
ciation, will be held at Charleston January 29. Besides the 
secretaries, presidents and treasurers of the 29 component 
societies have been invited to attend. At the conclusion of the 
conference these officials will join with cha.rmen of local pub!ic 
relations committees in a conference at which the state public 
reiations program of 1950 will be unfolded. 


State Association to Establish Grievance Committee.— 
The council of the West Virginia State Medical Association on 
January 8 moved to provide additional methods whereby com- 
plaints may be acted on by an official group created by the 
association for that purpose. The council ordered that the neces- 
sary amendments to the by-laws be prepared for submission to 
the association's house of delegates at the annual meeting at 
White Sulphur Springs July 27-29. The suggested amendments 
provide that the proposed grievance committee be composed of 
the five immediate past presidents, and the procedure for receiv- 
ing and acting on any comp.aints would be decided by the 
members of the committee, with three constituting a quorum. 
Comp.aints in writing would be received, hearings conducted 
and differences adjudicated by the committee if possib'e. Recom- 
mendations for disciplinary action, if needed, would be made by 


the council. 
PUERTO RICO 


Faculty for Puerto Rico Medical School.—Gustave J. 
Noback, Ph.D., associate professor of anatomy, Cornell Uni- 
versity, New York, has been appointed to a similar position at 
Puerto Rico’s new school of medicine opening in August under 
the auspices of the University of Puerto Rico. Dr. Granvil C. 
Kyker, associate professor of biologic chemistry and nutrition 
at the University of North Carolina School of Medicine, Chapel 
Hill, has accepted the position of chief and professor of the 
biochemics division. Dr. Harold W. Brown, medical adviser to 
the rector of the University of Puerto Rico, is now selecting 
candidates in the United States to complete the staff of the 
school. He will continue in this position to the end of the year, 
when he will return to his position at Columbia University, 
New York. The Puerto Rican school of medicine will start 
with 50 students. A similar number will be enrolled each year 
until 1954, when the first group will be graduated. Laboratories 
and class rooms will be installed at a new building now under 
construction near the School of Tropical Medicine, which is a 
postgraduate school in tropical diseases. Each student will pay 
$50) for enrolment, but several scholarships of $1,000 to $1,200 
will be awarded qualified students each year. The staff of the 
new school will consist of 150 to 200 physicians, most of whom 
are to be native Puerto Ricans. Dr. Enrique Koppish, now 
acting director of the School of Tropical Medicine, will be 
named head of the pathology division of the new school. 
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Meeting of Alumni of Jesuit Universities.—The alumni 
of the Jesuit Universities of America are contemplating attend- 
ing Mass in a body, followed by a breakfast, one of the mornings 
during the convention of the American Medical Association in 
San Francisco June 26-31. Alumni are requested to indicate 
their intention to attend the mass and breakfast by comimuni- 
ye Dr. James C. Long, 450 Sutter Street, San Fran- 
cisco 

Vitamin Foundation Grants for Research. — Eight new 
grants by the nonprofit National Vitamin Foundation, for 
research on problems of human nutrition amounting to $55,505, 
became effective on January 1. The two largest grants were 
$21,000 to Drs. William J. Darby and Edgar Jones, Vanderbilt 
University School of Medicine, Nashville, Tenn., for a three 
year study of the effects of vitamin Bw and of folic acid on 
the blood-forming organs and the circulating blood in man; 
$7,500 to Dr. Benjamin M. Kagan, Michael Reese Hospital, 
Chicago, for studies of vitamin A metabolism in man in health 
and disease and particularly of disturbances in vitamin A metab- 
olism observed in certain diseases of the kidney and liver. 


Medical Days of Friendship.—The International Society 
of Friends of Domus Medica, 111 East Oak Street, Chicago 11, 
under the honorary presidency of Prof. Eugene Marquis, 
Rennes, France, president of the World Medical Association 
1947-1949, is organizing Medical Days of Friendship during 
April. Groups of Americans making a trip of two, three or 
four weeks to Europe through regular travel agencies and under 
the auspices of the Domus Medica, will be the guests for one 
day, the Medical Day of Friendship, of physicians of the 
most important countries visited. In addition, the Domus 
Medica is organizing receptions and meetings during this trip. 
Physicians should designate the particular fields in which they 
are interested. The International Society of Friends of Domus 
Medica is a nonprofit organization. 

International Congress on Diseases of Chest.—The First 
International Congress on Diseases of the Chest will be held 
at the Carlo Forlanini Institute, Rome, Italy, September 17-20 
under the auspices of the Council on International Affairs of 
the American College of Chest Physicians and the Carlo For- 
lanini Institute, with the patronage of the High Commissioner 
of Hygiene and Health, Italy, and in collaboration with the 
National Institutes of Health and the Italian Federation Against 
Tuberculosis. Physicians interested in attending the congress 
should communicate at once with Dr. Chevalier L. Jackson, 
chairman, Council on International Affairs, American College 
of Chest Physicians, 500 North Dearborn Street, Chicago 10, 
or with Prof. A. Omodei Zorini, Carlo Forlanini Institute, 
Rome, Italy. 

Poliomyelitis Research Institute.—Dr. Ralph R. Scobey, 
associate professor of clinical pediatrics, Syracuse University 
College of Medicine, has been appointed president of the Polio- 
myelitis Research Institute, which has been incorporated under 
the laws of New York State with headquarters in Syracuse. 
It is expected that branches will eventually be established in 
key communities in the United States and Canada. The institute 
plans to award scholarships and fellowships to scientific labora- 
tories and to individuals and groups lacking funds for polio- 
myelitis research. It will cooperate with such existing agencies 
as federal, state and local agencies of health, agriculture, chem- 
istry, bacteriology, meteorology, water supply and pollution and 
food production and distribution. The institute is empowered by 
the state to solicit, collect and otherwise raise money for its 
purposes. 

Society Elections.—At the annual meeting of the Seaboard 
Medical Association in Old Point Comfort, Va., December 7, 
Dr. John A. Payne III of Sunbury, N. C., was elected president 
and Dr. Everett Sawyer, Elizabeth City, N. C., seeretary- 
treasurer. Dr. Clarence P. Jones, Newport News, Va., who 
has served as secretary-treasurer of the organization for more 
than 30 years, was made secretary emeritus———The Southern 
Psychiatric Association at its recent annual meeting in New 
Orleans chose the following officers: Drs. R. Finley Gayle Jr. 
Richmond, Va., president; R. Burke Suitt, Durham, N 
president-elect, and Newdigate M. Owensby, Atlanta, Ga, 
secretary-treasurer.—— The International Spanish Speaking 
Association of Physicians elected the following officers for 1950: 
Dr. J. M. Gershberg, president; Dr. William B. Mc 
New York, general secretary; Dr. Wilson A. Swanker, New 
York, secretary, and Dr. Rudolf R. Ehrmann, general treasuref, 
New York. ‘ 
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Science Writing Awards.—Lester Grant, science reporter 
for the New York Herald Tribune, and George W. Gray, of 
Sparkill, N. Y., a free lance writer, won the fourth annual 
Westinghouse Science Writing Awards of $1,000 each. The 
awards were presented December 28 at a luncheon during the 
annual meeting of the American Association for the Advance- 
ment of Science, which administers the awards. Mr. Grant 
received the newspaper writing award for a series of 15 articles 
on “The Challenge of Cancer,” published by the Herald Tribune 
June 6-20, 1949. Mr. Gray received the magazine writing award 
for an article on the human brain, “The Great Ravelled Knot,” 
in the October 1948 issue of Scientific American. Honorable 
mention in the magazine field went to Herbert Yahraes, a free 
lance writer of Stanfordville, N. Y., for his article, “How to 
Keep Away from the Dentist,” in the March 1949 issue of 
Harper's Magazine. The awards were established in 1946 to 
stimulate interest among young writers in making careers of 
science writing and to encourage high standards of science 
writing in newspapers and magazines. The awards were estab- 
lished by the AAAS from a fund granted by the Westinghouse 
Educational Foundation in honor of the founder of the West- 
inghouse Electric Corporation. 

Survey Home Needs of the Handicapped.—The National 
Society for Crippled Children and Adults is conducting a survey 
by mail among physically handicapped adults who are in need 
of specially designed homes that will help to restore them to 
useful activities. Dr. Howard A. Rusk, chairman, department 
of rehabilitation and physical medicine, New York University, 
belicves that many of the 5,000,000 handicapped homemakers in 
the United States today could be restored to more useful lives 
if they had homes that include such functional units as ramps 
insicad of steps, wide passages for wheel chairs, facilities built 
for chair height and safety features. This survey of handicapped 
homemakers is designed to determine these housing needs. The 
society will prepare a digest of suggestions and ideas for use 
of designers, engineers and architects who will work on a model 
home. Handicapped adults, both men and women, who are inter- 
ested in participating in the survey will receive a questionnaire 
on request from the National Society for Crippled Children and 
Adults, 11 South La Salle Street, Chicago 3. The society is 
also interested in receiving the names and addresses of handi- 
capped adults to take part in this survey. 

John R. Powers Jr. has been appointed director of public 
relations for the society. In 1941 Mr. Powers became director 
of pubic relations of a division of General Motors, and in 1946 
he was transferred to Chicago to become assistant manager of 
General Motors Public Relations for that area. 

Dr. Hawley Made Director of American College of 
Surgeons.—Dr. Paul R. Hawley has resigned as chief execu- 
tive officer of the Blue Cross and Blue Shield Commissions to 
become the director of the American College of Surgeons, effec- 
tive March 1, succeeding Dr. Malcolm T. MacEachern, who, 
as director emeritus, will devote his major attention to con- 
tinued supervision of the program of hospital standardization. 
Dr. Hawley, a native of Indiana, was graduated at the Uni- 
versity of Indiana in 1912 and at the University of Cincin~ati 
College of Medicine in 1914. He has a Doctor of Public Health 
degree from Johns Hopkins University. Dr. Hawley was com- 
missioned a first lieutenant in the U. S. Army medical reserve 
corps in 1916 and in the regu'ar army medical corps in 1917. 
After a long and distinguished record of service, he was com- 
missioned a major general in 1944 and during World War II 
served as chief surgeon of the European Theater of Operations, 
retiring from the army in that rank in 1946. After the war 
General Hawley was selected to reorganize and direct the 
department of medicine and surgery of the Veterans Adminis- 
tration, from which position he resigned in the winter of 1947, 
later becoming executive officer of the Blue Cross and Blue 
Shield, the two largest organizations in the field of voluntary 
health insurance. Dr. Hawley has been awarded the Distin- 
guished Service Medal, the Legion of Merit and the Bronze 
Star Medal. His new office will be at the headquarters of the 
American College of Surgeons, 40 East Erie Street, Chicago. 

Board Residency Training Requirements.—The Ameri- 
can Board of Obstetrics and Gynecology has not made any 
changes in its residency training requirements. Eligibility 
requirements remain at three years of acceptable formal 
training, followed by at least two years of post-training prac- 
tice in the specialty. Hospitals are inspected and approved for 
training jointly by the Council on Medical Education and Hos- 
Pitals of the American Medical Association and this board. 
Approvals are granted for training periods of one, two and 
three years, depending on the available facilities and the find- 
mgs of the survey inspections. The board has no objection to 
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residency services being arranged by hospitals for periods 
longer than three years, unless this dilutes the candidate’s 
clinical training opportunities too much during the first three 
years. However, the board does not accept a fourth year or 
more of residency training as a substitute for any part of the 
required two years of post-training practice. The importance 
of post-training practice in the specialty is emphasized as an 
opportunity for maturing of the candidate and for colleague 
appraisal of a man’s ability when working on his own respon- 
sibility in his chosen community. The only exception to this 
ruling is in the case of men advancing from their training into 
full time teaching positions. These men then must complete at 
least two years in such positions. Copies of the bulletin of 
the board, outlining the above requirements in more detail, 
are available to hospital administrators or to candidates, on 
application to Dr. Paul Titus, secretary, 1015 Highland Build- 
ing, Pittsburgh 6. 
FOREIGN 


German Society of Otolaryngology.—The annual meet- 
ing of the German Society for Otolaryngology will be held 
May 24-27 in Bad Kissingen under the chairmanship of Prof. 
Max Meyer of Wiirzburg. The main theme will be “Mistakes 
and Dangers in the Treatment of Patients with Disease of Ear, 
Nose and Throat.” The leading report will be presented by 
Professor Marx of Wirzburg. Inquiries should be addressed 
to Pro’essor Frenzel, Direktor dev Univ.-Klinik und Poliklinik 
fiir Hals-Nasen-u. Ohrenkrankh, Gottingen. 

Gastroenterology Congress.—The Second European Con- 
gress of National Associations of Gastroenterology will be 
held at Madrid on May 3-7. Drs. Heliodoro G. Mogena 
and Damaso G. Arrese are president and general secretary, 
respectively. The official topic to be discussed is “Diseases 
of the Biliary Tract, Except Lithiasis and Cancer.” Ovficial 
speakers are: Drs. Gregory, Liverpool, “Physiology of the 
Biliary Tract”; Revers, Utrecht, “Pharmacology of the Biliary 
Tract”; Jimenez Diaz, Madrid, “Biochemical Methods in the 
Differential Diagnosis of Biliary Obstructions,” and Chiray 
and Caroli, both of Paris, “Clinical Diagnosis.” 

International Medical Visitors’ Bureau in London.— 
The British Medical Association has established an International 
Medical Visitors’ Bureau in order to provide advisory service 
to medical practitioners visiting the United Kingdom from other 
countries. The International Medical Visitors’ Bureau is located 
at British Medical Association House, Tavistock Square, 
London, W.C. 1. No. 68 and 77 buses pass the door, and 
the nearest underground railway stations are Russell Square 
(Piccadilly Line) and Euston Square (Inner Circle and Metro- 
politan Lines). The medical director of the bureau is Dr. H. A. 
Sandiford. Information is available at the bureau on post- 
graduate education facilities; visits to hospitals and clinics can 
be arranged. Assistance in finding accommodation will be given. 
General information re‘ating to food rationing, petrol allowances, 
cars, facilities for sport, traveling, exhibitions and theaters is 
available. Communications should be addressed to Dr. Sandiford. 


Marriages 


ArtHur M. Joost Jr. Southold, N. Y., to Miss Evelyn 
Marie Cone of Saybrook Point, Conn., in October. 

Henry Pace Royster, Oxford, N. C., to Miss Kathleen 
Winston Ryland in Richmond, Va., December 3. 

Asa Dantet Duceéan, Sandersville, Ga., to Miss Mary Eliza- 
beth Johnson of Washington, November 19. 

Danret GeorGeE VAUGHAN Jr., San Francisco, to Miss Court- 
ney Sprague in San Diego, December 3 

WarRREN W. Marston, Newton, Mass., to Miss Lillian C. 
Baxter, of Newtonville, November 3. 

Joun C. Woon, Philadelphia, to Miss Ruth Flora Laverie of 
Staten Island, N. Y., December 3. 

WutraM H. Heywoop, Portland, Ore., to Miss Laura Taylor 
in Madison, Wis., in November. 

Rosert J. Hooper to Miss Sara Frances Williams, both of 
Greenwood, Miss., October 22. 

Seymour NocurMson, Paterson, N. J., to Miss Miriam Stuhl- 
bach of Passaic, November 26. 

Noet GALEN to Miss Doris Peterson, both of New York, 
recently. 
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John Augustus Toomey @ Cleveland; born in Cleveland 
May 25, 1889; Western Reserve University School of Medicine, 
Cleveland, 1919; Bachelor of Laws, Cleveland Law School, 
1913; joined the faculty of his alma mater in 1920 as demon- 
strator of anatomy and rose through the various ranks to that 
of professor of clinical pediatrics and contagious diseases; vice 
chairman of the Section on Pediatrics of the American Medical 
Association, 1940-1941; member of the American Public Health 
Association, American Association for the Advancement of 
Science, American Pediatric Society, American Academy of 
Pediatrics, of which he had been president, 1947-1948, Society 
of American Pacteriologists, Ohio Academy of Infectious Dis- 
eases and the Society of Experimental Biology and Medicine; 
fellow of the American College of Physicians; specialist certi- 
fied by the American Board of Pediatrics; associate director, 
ped atrics and contagious diseases, City Hospital; associate 
pediatrist, University Hospitals; in June 1949 received the hon- 
orary degree of Doctor of Laws from John Carroll University ; 
president of the Western Reserve Medical Alumni Association, 
1947-1948; died January 1, aged 60, of hypertensive cardiovas- 
cular renal disease and cerebral hemorrhage. 


John Mumford Swan ® Rochester, N. Y.; born in Newport, 
R. L, Jan. 23, 1870; University of Pennsylvania Department of 
Medicine, Philadelphia, 1893; specialist certified by the Amer- 
ican Board of Internal Medicine; fellow of the American 
College of Physicians; member of the American Clinical and 
Climatological Agseciation; served in France during World 
War I; later Red Cross Commissioner to the Dominican 
Republic to study health problems and to make recommendations 
to the national Red Cross; colonel, medical section, Officers’ 
Reserve Corps for many years; served as a charter member, 
vice president and president of the American Society of Tropical 
Medicine; formerly medical director of Glen Springs at Wat- 
kins; served as a member and secretary of the board of 
directors of Park Avenue Hospital; died November 22, aged 79, 
of bronchopneumonia, cystitis and Parkinson's disease. 


Samuel Reese Haythorn @ Pittsburgh; born in Danville, 
Ill, Sept. 10, 1880; University of Michigan Department of 
Medicine and Surgery, Ann Arbor, 1904; formerly on the 
faculty of the University of Pittsburgh School of Medicine; 
specialist certified by the American Board of Pathology; a 
member of the council and a past president of the American 
Association of Pathologists and Bacteriologists; past president 
of the American Society for Experimental Patholegy and the 
International Association of Medical Museums; fellow of the 
American College of Physicians; member of the Society for 
Experimental Biology and Medicine; past president of the 
Allegheny County Medical Society; formerly medical adviser 
to the Industrial Hygiene Foundation of America; director of 
the William H. Singer Research Laboratory at Allegheny 
General Hospital, where he died December 6, aged 69. 


Stephen Rumble Monteith ® Nyack, N. Y.; born in 
Natchez, Miss., Nov. 13, 1892; University of Alabama School 
of Medicine, 1919; member of the House of Delegates of the 
American Medical Association from 1945 through 1949; fellow 
of the American College of Surgeons; past president of the 
Rock!and County Medical Society; past vice president of the 
Medical Society of the State of New York, chairman of its 
committee on geriatrics and past president of the First District 
Branch; chairman of the Rockland County Public Health Com- 
mittee; for many years public health officer; surgeon at the 
Rockland State Hospital in Orangeburg; director of surgery 
and member of the board of managers at Nyack Hospital; a 
member of the board of managers of Summit Park Sanatorium 
in Pomona; died in Roosevelt Hospital, New York, December 
9, aged 57, of coronary heart disease. 

Cadis Phipps @ Boston; Harvard Medical School, Boston, 
1907; professor of medicine, emeritus, at Tufts College Medical 
School; member of the House of Delegates of the American 
Medical Association in 1940; specialist certified by the Amer- 
ican Board of Internal Medicine; for many years affiliated 
with Boston City Hospital; medical consultant to Brooks 
Hospital, Brookline, Charles Choate Memorial Hospital, Wo- 
burn, Union Hospital, Framingham, Jordan Hospital, Plymouth, 
Marlboro (Mass.) Hospital, Milford (Mass.) Hospital, New 
England Hospital for Women and Children, Quincy (Mass.), 
City Hospital and Winthrop (Mass.) Community Hospital; in 
1944 awarded the honorary degree of Doctor of Science at 
Tufts; died in City Hospital December 5, aged 68. 
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‘A.M. A. 
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William Arthur Patrick Keegan @ Philadelphia; born 
in Meshoppen, Pa., Nov. 8, 1886; Medico-Chirurgical College 
of Philadelphia, 1913; past president of the International Asso- 
ciation ef Police and Fire Surgeons and Medical Directors of 
Civil Service Commissions; chief police surgeon, chief surgeon 
of the department of public safety; from 1925 to 1934 coroner’s 
physician; member of the city council from 1936 to 1939: an 
officer in the medical corps of the U. S. Navy during World 
War I; a founder, surgeon and member of the board of gov- 
ernors of Doctors’ Hospital; visiting surgeon at Philadelphia 
General Hospital and for many years surgeon at St. Agnes’ 
Hospital; died November 22, aged 62. 

Prentiss Swayze Tate @ Fulton, Mo.; born in Yazoo, 
Miss., Dec. 5, 1877; Marion-Sims-Beaumont Medical College, 
St. Louis, 1902; an Associate Fellow of the American Medical 
Association; specialist certified by the American Board of 
Psychiatry and Neurology; served during World War I; 
assistant superintendent of the State Hospital ; formerly affiliated 
with the State Hospital in St. Joseph and Farmington; at one 
time psychiatrist for the Missouri State Life Insurance Com- 
pany in St. Louis; died in Demopolis, Ala., November 11, 
aged 71, of injuries received in an automobile accident. 

Harry Clayton Saunders ® Mount Vernon, N. Y.: born 
in Portland, Maine, 1882; Medical School of Maine, Portland, 
1908; for many years clinical professor of dermatology and 
syphilology at the New York University College of Medicine; 
specialist certified by the American Board of Dermatology and 
Syphilology ; member of the American Academy of Dermatology 
and Syphilology; an officer overseas during World War 1; 
affiliated with French and Bellevue hospitals in New York and 
Mount Vernon Hospital, where he died November 27, aged 66, 
of acute coronary occlusion. 

John Joseph Brennan Jr., Media, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 1929; fellow 
of the American College of Surgeons; member of the American 
Medical Association; affiliated with Fitzgerald Mercy Hospital, 
Darby; died November 26, aged 45, of hypertensive cardio- 
vascular renal disease. 

Eugene Chaney, Washington, D. C.; Universitat Heidel- 
berg Medizinische Fakultat, Baden, Germany, 1894; died 
November 13, aged 83, of heart disease. 

James Edward Cochran ® Carlisle, Pa.; Jefferson Medical 
College of Philadelphia, 1939; served during World War II; 
died November 1, aged 35. 

James Elmer Cummins, Freeport, N. Y.; Atlantic Medi- 
cal College, Baltimore, 1910; New York Homeopathic Medical 
College and Flower Hospital New York 1911; member of the 
American Medical Association; served during World War 1; 
for many years surgeon of the local police department ; affiliated 
with Nassau Hospital, Mineola, and Freeport Hospital; died 
November 26, aged 61, of coronary thrombosis. 

Charles William Cutler, Park Rapids, Minn.; Rush Medi- 
cal College, Chicago, 1880; Bellevue Hospital Medical College, 
New York, 1885; also a druggist; village health officer; served 
as county commissioner; director of the State Bank of Park 
Rapids; died in St. Joseph’s Hospital November 3, aged 91, of 
complications following fracture of the hip. 

William Thomas Grove ® Eureka, Kan.; Marion-Sims 
College of Medicine, St. Louis, 1893; served as health officer 
¢ Greenwood County; died November 25, aged 82, of coronary 

isease. 

Edward Bloomfield Liddle ® Colorad Springs, Colo.; 
Medical Department of Tulane University of Louisiana, New 
Orleans, 1912; served overseas during World War I; member 
of the American Urological Association and the International 
College of Surgeons; fellow of the American College of Sur- 
geons; died December 9, aged 61, of acute coronary occlusion. 

Edison O. McCarty, Chippewa Falls, Wis.; Minneapolis 
College of Physicians and Surgeons, 1909; member of the 
American Medical Association; affiliated with St. Joseph's 
Hospital; died November 27, aged 65, of coronary thrombosis. 

Carl Henry Meyer Jr., Baltimore; Baltimore Medical Col- 
lege, 1908; affiliated with St. Joseph’s Hospital; died recently, 
aged 63, of carcinoma of the liver. 

Eugene Ezra Neff ® Madison, Wis.; University of Vit- 
ginia Department of Medicine, Charlottesville, 1916; professor 
of ophthalmology at the University of Wisconsin Medical 
School ; specialist certified by the American Board of Ophthal- 
mology ; member of the American Academy of Ophthalmology 
and Otolaryngology and the American Ophthalmological So- 
ciety; affiliated with State of Wisconsin General Hospital and 
Wisconsin Orthopedic Hospital for Children; served during 
World War I; died October 31, aged 59, of coronary occlusion. 
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Stafford Henry Nothacker, New Orleans; Tulane Uni- 
yersity of Louisiana School of Medicine, New Orleans, 1917; 
member of the American Medical Association; affiliated with 
French Hospital, where he died October 18, aged 57. 

William Edwards Park, Baltimore; Medico-Chirurgical 
College of Philadelphia, 1899; at one time practiced at Rock- 
ford, Ill, where he had been health commissioner; served as 
surgeon in the U. S. Public Health Service reserve ‘and on the 
stafis of U. S. Veterans hospitals in various places; formerly 
affiliated with the Veterans Administration in Washington, 
D. C.; died in the U. S. Marine Hospital December 16, aged 
75, of cerebral hemorrhage. 

Turner W. Reid, Gardner, Kan.; University Medical Col- 
lege of Kansas City, Mo., 1907; member of the American 
Medical Association; died December 5, aged 66, in an auto- 


mobile accident. 
Charles Howard Richards ® Dunkirk, N. Y.; Medico- 
formerly health 


Chirurgical College of Philadelphia, 1892; 
officer; affiliated with the Brooks Memorial Hospital; surgeon 
for the New York Central and Pennsylvania railroads; died 
December 8, aged 81, of hypertensive heart disease. 

John Riley, Exira, lowa; State University of Iowa College 
of Medicine, Iowa City, 1880; member of the American Medical 
Association; died in St. Anthony's Hospital, Carroll, December 
4, aged 99, of cerebral hemorrhage. 

Carl Oliver Rydholm @ Pomona, Calif.; Northwestern 
University Medical School, Chicago, 1932; member of the 
American Association of Industrial Physicians and Surgeons; 
served during World War II; died November 6, aged 48. 

Christian William Schmidt ® Montour Falls, N. Y.; 
Syracuse University College of Medicine, 1934; secretary- 
treasurer of the Schuyler County Medical Society ; affiliated 
with Shepard Relief Hospital; died in the Arnot-Ogden Hos- 
pital, Elmira, November 3, aged 47, of cardiac failure. 

Harry Alex Shaw @ Seattle; Kansas Medical College, 
Medical Department of Washburn College, Topeka, 1900; an 
Associate Fellow of the American Medical Association; fellow 
of the American College of Surgeons; honorary member of the 
staff of Providence Hospital, where he had been dean of the 
school of nursing; died December 4, aged 70, of myocarditis and 
auricular fibrillation. 

Elmer C. Sill, Hamilton, Ohio; Medical College of Ohio, 
Cincinnati, 1888; affiliated with Fort Hamilton Hospital and 
Mercy Hospital, where he died November 13, aged 83, of 
arteriosclerosis. 

Stephen Beecher Sims ® Frankfort, Ind.; Rush Medical 
College, Chicago, 1884; an Associate Fellow of the American 
Medical Association; died October 13, aged 88. 

Kenneth Kohler Slaght @ Rochester, N. Y.; Syracuse 
University College of Medicine, 1926; specialist certified by 
the American Board of Psychiatry and Neurology; member of 
the American Psychiatric Association; past president of the 
Mental Hygiene Society of Rochester and Monroe County ; 
assistant director of the Rochester State Hospital, where he 
died November 22, aged 46, of rheumatic heart disease. 

George Washington Smith, Matewan, W. Va.; University 
of Louisville (Ky.) School of Medicine, 1909; died i ina hospital 
at Huntington recently, aged 66. 

Robert Russell Smith, Mount Vernon, IIl.; St. Louis Uni- 
versity School of Medicine, 1907; member of the American 
Medical Association; served as managing officer of the Kan- 
kakee (Ill.) State Hospital and Alton (Ill) State Hospital; 
died November 16, aged 70, of coronary sclerosis and hemiplegia. 

Harry Leon Steele, Detroit; Boston University School of 
Medicine, 1899; formerly secretary of the board of health in 
Norwood; died’ in Receiving Hospital November 22, aged 77. 


Alexander Fraser Stewart, Peoria, Ill.; Rush Medical 
College, Chicago, 1894; served as coroner of Knox County ; 
formerly affiliated with the Cottage and St. Mary’s hospitals in 
Galesburg; died November 21, aged 81, of arteriosclerosis. 

Richard vol Stewart, Springfield, Mo.; St. Louis Uni- 
versity School Medicine, 1948; intern at St. Louis City 
Hospital ; died i in November, aged 25, of injuries received when 
the automobile i in which he was driving was struck by a train. 


Ernest Goodrich Stillman ® New York; Columbia Uni- 
versity College of Physicians and Surgeons, New York, 1913; 
member of the American Society for Clinical Investigation, 
Society of American Bacteriologists and American Public 
Association; served during World War I; 

deputy chief of the New York Fire 
terme research staff member at the Rockefeller institute ; 


December 16, aged 65, of coronary thrombosis. 
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John William Stochaj, Webster, Mass.; St. Louis College 
of Physicians and Surgeons, 1921; "member of the American 
Medical Association and the New England Obstetrical and 
Gynecological Society; served during World War I; a staff 
member of Webster District Hospital; former! selectman ; 
died October 28, aged 55, following an operation for carcinoma 
of the lung. 

William Rankin Summers, Marshfield, Mo.; Central 
Medical College of St. Joseph, 1897; served during World 
War I; at one time vice president of the Kentucky Psychiatric 
Association ; formerly superintendent of the Central State 
Hospital in Lakeland, Ky., and Western State Hospital in 
Hopkinsville, Ky.; served on the staff of East Louisiana State 
Hospital in Jackson, La.; died in Wallace Memorial Hospital, 
Lebanon, November 8, aged 77, of hypertensive heart disease. 


Clifford Louis Symington, Westfield, Mass.; Middlesex 
College of Medicine and Surgery, Waltham, 1932; member of 
the American Medical Association; died November 1, aged 46. 


Joseph Enlee Thomas, Jefferson, S. C.; University of 
Maryland School of Medicine, Baltimore, 1911; served during 
World War I; died in the Presbyterian Hospital, Charlotte, 
November 29, aged 62, of heart disease. 

John Blanchard Thomes, Pittsfield, Mass.; Dartmouth 
Medical School, Hanover, N. H., 1896; member of the Amer- 
ican Medical Association; fellow of the American College of 
Surgeons; affiliated with St. Luke’s, Hillcrest and Pittsfield 
General hospitals; served during World War I; died December 
5, aged 79, of heart disease. 

Peder Hansen Vesterborg, Forest City, Iowa; Rush 
Medical College, Chicago, 1892; member of the American 
Medical Association; died November 2, aged 89, of heart 
disease. 

Frank Dudley B. Waltz, Detroit; Detroit College of Medi- 
cine, 1903; member of the American Medical Association; died 
in Providence Hospital November 14, aged 71, of arteriw- 
sclerosis and hypertension. 

Wateman Thomas Webb, Hedrick, lowa; the Hahnemann 
Medical College and Hospital, Chicago, 1911; while a resident 
of Fairfield, served as county coroner, city health officer and 
president of the school board; died November 5, aged 65, of 
cerebral hemorrhage. 

James Rudolph Wedel @ Keokuk, Iowa; College of Physi- 
cians and Surgeons, Keokuk, 1897; past president of the Lee 
County Medical Society; affiliated with Graham Hospital and 
St. Joseph Hospital; died November 9, aged 79, of hypostatic 
pneumonia. 

Carl A. Weiss, Baton Rouge, La.; Medical Department of 
Tulane University of Louisiana, New Orleans, 1900; member 
of the American Medical Association; specialist certified by the 
American Board of Otolaryngology; past president of the 
Louisiana State Medical Society, East Baton Rouge Parish 
Society and Sixth District Medical Society; affiliated with 
Baton Rouge General Hospital and Our Lady of the Lake; 
died November 21, aged 71, of hypertension and cardiac failure. 

Carl A. Anderson Werner © Des Moines; Medical Depart- 
ment of Omaha University, 1898; pharmacist at lowa Methodist 
Hospital ; died in Albert City November 7, aged 77, of neoplasm 
of the gastrointestinal tract. 

George Washington Whitaker ® East Prairie, Mo.; 
National University of Arts and Sciences Medical Department, 
St. Louis, 1918; died in St. Mary’s Infirmary, Cairo, IIL, 
December 7, aged 60, of injuries received in an automobile 
accident. 

Willis Arthur Whitman ® Middletown, Ohio; Ohio State 
University College of Medicine, Columbus, 1921; at one time 


physician for the Ohio State Penitentiary in Columbus; died 
November 2, aged 63. 
Lawrence Smith Wilson, McCune, Kan.; University 


Medical College of Kansas City, 1896; miember of the Amer- 
ican Medical Association; died in Mount Carmel Hospital, 
Pittsburg, November 14, aged 78, of cerebral hemorrhage. 

Ernest Malcolm Wood, Anson, Texas; Memphis (Tenn.) 
Hospital Medical College, 1903; died October 20, aged 72. 

Cardinal Boone Woolsey, Braymer, Mo.; Ensworth 
Medical College, St. Joseph, 1902; died December 2, aged 67, 
of cerebral hemorrhage. 

John Albion Young @ Newport, R. I.; Harvard Medical 
School, Boston, 1905; for many years = to St. George’s 
School and Portsmouth Priory School; 
Newport County Medical Society ; ailatd 
Hospital; died ber 6, aged 
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ITALY 
(From Our Regular Correspondent) 
Fiorence, Nov. 21, 1949, 


Congress of Infectious and Parasitic Diseases 

The Italian Society for the Study of Infectious and Parasitic 
Diseases, recently established in Naples, held its first national 
congress in Rome on the premises of the clinic for tropical 
and subtropical diseases of the university. The chairman of 
the society is Professor Di Guglielmo, head of the medical 
clinic of the University of Naples; nearly all the directors of 
the ciinics for tropical diseases and many Italian professors 
and doctors attended the meeting. 

Among the reports presented were those on ancylostomiasis 
and murine typhus. . 
ANCYLOSTOMIASIS 

The report on ancylostomiasis was presented by Professors 
Cannavo and Caroselli of the University of Mess:na, who stated 
that, after the great epidemics of ancylostomiasis among workers 
employed in the building of tunnels and in the mines had ended, 
the disease spread in the country, where the conditions of the 
soil were favorab!e and where the hygienic conditions of the 
rural population were poor. This new aspect of the topographic 
distribution of the disease is as troublesome as that among 
miners. 

The majority of the patients are country women, who do 
their work usually in the neighborhood of farm houses and who 
are exposed to pollution by the deposition of the feces of the 
carriers. The women in the South go about with bare feet. 

The clinical manifestations of the disease are characteristic. 
The course of the disease may be divided into two periods: the 
first starts with entrance of the larvae into the organism and 
extends to the occurrence of intestinal disturbances, while 
anemia is still absent (period of invasion) ; the second period is 
characterized mainly by anemia, with which many other col- 
lateral changes may be associated. The symptoms of the first 
period are limited mainly to the skin and the respiratory and 
digestive tracts. The cutaneous and bronchial manifestations 
may be missing in the history of many patients; the disturbances 
of the digestive tract have no specific characteristics. 

The anemic period has an insidious onset, with muscular and 
psychic asthenia and a characteristic anemic pallor of the skin. 
The skin may become light yellow. This period often is accom- 
panied with evidence of cardiac disturbances, such as dyspnea 
on exertion and precordial pain. The metabolism of patients 
with ancylostomiasis is in general disturbed; one may observe 
changes in protein and lipid content, with irregularities of the 
curve of the glucose ratio. 

According to the speakers, one should consider in the patho- 
genesis of ancylostomiasis the utilization of iron as the funda- 
mental factor but should remember that associated causes include 
alimentary disturbances, vitamin deficiencies and the constitu- 
tion of the patient. 

MURINE TYPHUS 

A report was presented by Professor Scaffidi of the University 
of Catania. Research carried out in Sicily during the last 
decade on the incidence of exanthematous typhus, of the sporadic 
and endemic types in the absence of lice, has demonstrated in 
human beings exanthematous typhus due to a murine virus. 
The contributions to this study of the universities of Catania 
and Palermo demonstrated that the focus of murine typhus of 
Sicily is the most widespread in the Mediterranean basin. 


In the pure form of the exanthematous typhus of murine type 
transmitted by fleas, the pathogenic agent is the Rickettsia 
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mooseri, the staining characteristics and morphologic properties 
of which are like those of the other rickettsiae which cause 
exanthematous typhus; it cannot be distinguished microscopi- 
cally from other rickettsiae with which it has in common many 
biologic properties. The murine virus isolated directly from 
spontaneously infected rats, from the rat fleas or from human 
beings have characteristic biologic properties. Infection with 
Rickettsia mooseri comes from rats. Epidemiologic studies 
show an increase since 1945; small epidemic foci have been 
observed periodically in Europe, Africa, Asia and Australia; 
there are endemic foci in Sicily and in Sardinia. 

The disease in human beings has the characteristic course 27f 
exanthematous typhus but has attenuated symptoms. Treatment 
is symptomatic; favorable results were obtained recently with 
para-aminobenzoic acid given in large doses by mouth (24 to 
30 Gm. daily) and with chloramphenicol. 

Epidemic murine typhus was observed to have been trans- 
mitted by lice (“tabardillo,” the epidemic typhus fever occur- 
ring in certain sections of Mexico, and similar forms). Murine 
strains may be associated exceptionally with ticks, but it has 
not been proved that the virus may be transmitted by bites. 


Ceremony at the University of Rome 

Gen. Geoffrey P. Baldwin, U. S. Army, in the presence of 
Dr. Morris Fishbein of Chicago, delivered to the chancellor and 
to the academic senate of the university a collection of scientific 
books offered to the Ateneo Romano by the “CARE” Mission. 
The collection included modern books concerning various 
branches of medicine, surgery and biology. The chancellor of 
the University of Rome was represented at the ceremony by 
Prof. Vittorio Puntoni, dean of the medical and surgical faculty. 


Dr. Fishbein recalled the rapid progress made by medicine 
and treatment in these last years and the precious contributions 
made by the United States, particu‘arly in the field of anti- 
biotics. He also reminded the audience of the results obtained 
by some students of the old Italian universities, such as those 
of Bologna, Padua and Florence. Professor Puntoni expressed 
sincere thanks in the name of the chancellor of the university, 
who, with the other chancellors of the Italian atheneums, was 
in Turin at the farewell lecture of Prof. Luigi Einaudi, president 
of the republic, who is giving up teaching because he has 
reached the age limit. General Baldwin and Dr. Fishbein, 
after the ceremony, visited the institute of history of medicine 
of the University of Rome, to review the relics and works 
on exhibition there. 

DENMARK 
(From Our Regular Correspondent) 
CopennaceN, Nov. 20, 1949. 


So Much Still to Learn! 

The newly appointed professor of medicine at the University 
of Copenhagen, Dr. Knud Bréchner-Mortensen, in his inau- 
gural address said that a generation ago Pettenkofer voiced 
the opinion that all the diseases to which man is subject 
had already been described and that there remained only the 
laboratory task of discovering their causes and finding remedies. 
Now, though we know things about which Pettenkofer did not 
even dream, we are acutely conscious of the abysmal quality 
of our ignorance. We have only to walk through a hospital 
ward to sense our ignorance of answers to the simplest ques- 
tions. What is rheumatic fever? Is it caused by a virus oF 
a Streptococcus or by the response of the organism to one or 
several impulses from without? Is it an allergic phenomenon, 
and is the prophylactic administration of a sulfonamide com- 
pound of any practical importance? What is arteriosclerosis 
and what are the causes of tonsillitis? How often is it due to 
a Streptocccus and how often to a virus? We may have learned 
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that tonsillitis does not react well to the sulfonamide drugs and 
that pencillin is successful in some but not in all such cases. 
Which of the forms of tonsillitis are followed by rheumatic 
fever or nephritis, and what is the explanation of the sequels 
or complications? Why are we still impotent in the face of 
most of the virus diseases, cancer, polyarthritis, neuroses and 
the cardiovascular diseases ? 

In the lifetime of the present generation there has been an 
amazing prolongation of man’s life, and in Denmark the expec- 
tation of life has risen from 51 years at the turn of the century 
to 67 years at the present time. But it is well to remember 
Swift's hero Gulliver, who on his journeys discovered an 
unfortunate race endowed with immortality but no immunity 
to the consequences of old age. The prospect is not altogether 
cheerful. There is another prospect over which we may rejoice 
or weep, according to our political tastes. We have already to 
submit to loss of personal freedom when we contract diseases 
dangerous to the whole community, such as typhoid. But the 
time may come when the diabetic person may no longer con- 
sider his disease his private property, for a paternal state may 
find it necessary to guide the diabetic person whose neglect of 
his disease leads to a diminished capacity for work and admis- 
sions to a hospital for coma, gangrene and the like. 


Selection of Patients Before Hospital Admission 


The shortage of hospital beds has brought realization of past 
wastefu'ness. Dr. Alfred Zacho, chief of the surgical depart- 
ment of the Finsen Institute, began more than a year ago to 
adopt a system of selection of applicants for admission to the 
hospital to economize on space and time. A visit to the Mayo 
Clinic enab'ed him to master the details of such a system of 
selection of patients for hospital admission. His system, which 
was put in operation in September 1948, consists, in brief, of 
the following measures: All applications for hospital admission 
are sent to the chief of the department concerned, and he at 
once weeds out the obviously unsuitab‘e cases. The others are 
classified to some extent according to urgency. A week or a 
fortnight before admission, the patient presents himself in the 
department's clinic for examination, which is undertaken by an 
intern, who records the history. The patient is then seen by 
a senior medical officer of the hospital, who arranges for the 
necessary preliminary examination and decides what special 
examinations should be made in other departments of the hos- 
pital. He also reviews the possibility of preliminary treatment 
before admission. 

The advantages of this system are numerous and important. 
The efficiency of the hospital is considerably increased, and a 
certain number of unnecessary hospital admissions are avoided. 
While waiting for admission, the prospective candidate for hos- 
pital treatment may in some cases remain at work or attend 
to various home duties. There is also considerable economy 
effected by this system. There are two points in particular 
which Dr. Zacho emphasizes: First, the chief of the department 
concerned must himself take an active part in this process of 
selection ; second, if these ambulatory, preliminary examinations 
are to achieve maximum efficiency, attention must be paid to 
the relationship of hospital beds to facilities for operation, so 
that the patient does not have to remain in a hospital while 
Waiting for inclusion in the operating room schedule. 


Hormone Treatment of Chronic Polyarthritis 


It is estimated that in Denmark alone more than 25,000 per- 
sons have primary progressive chronic polyarthritis. Thus, the 
work of Hench and Kendall at the Mayo Clinic is being 

. closely, particularly at the Rigshospital. At this hos- 
Pital Professor Br@chner-Mortensen and his collaborators 
Succeeded this past summer in obtaining a supply of pituitary 
adrenal corticotropic hormone through the offices of Dr. Fred- 
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erik Paulsen and the Swedish branch of the U. V. Organon 
firm. As the supply was limited, great care was taken to 
employ it economically and effectively under strict control. 
The patient was a married woman, aged 53, who had had pro- 
gressive chronic polyarthritis since 1935 and who had been in 
and out of the hospital several times for this condition. On 
four occasions she had been given gold sodium thiosulfate. She 
was so crippled by rheumatism in her shoulders, elbows, wrists, 
fingers, knees and ankles that her movements were much 
restricted; she could not carry a spoon to her mouth or reach 
her hair. 

On June 25 she first received injections of isotonic sodium 
chloride solution, which were repeated on the completion of 
the injections of pituitary adrenal corticotropic hormone. She 
did not know when the injections were changed from the sodium 
chloride solution to pituitary adrenal corticotropic hormone and 
back again to the sodium chloride solution. Her reaction was 
dramatic. One day after the first injection of pituitary adrenal 
corticotropic hormone there was a remarkable change for the 
better, and during the next few days there was a pronounced 
diminution of swelling of the joints; she could again clench her 
fists and could even walk upstairs. The injections had not been 
discontinued for more than a few days when she began to 
relapse; her joints became painful again, and in the course of 
about a week she was no better than before treatment. A full 
report of this case, with a fairly long summary in English, is 
published in the journal of the Danish Medical Association, 
Ugeskrift for Laeger, Nov. 10, 1949. 


AUSTRALIA 


(From Our Regular Correspondent) 
Dec. 3, 1949. 


New Move Toward State Medicine 

Under regulations promulgated November 26, the government 
has produced a new “pay-half” medical scheme. This is a 
further attempt to win the cooperation of the doctors and get 
a scheme established before the federal election December 10. 
Senator McKenna, Health Minister, said the scheme was 
designed to give immediate financial relief to all sections of the 
community and that it would not disturb the patient’s freedom 
or the doctor’s absolute freedom of discretion in his practice. 
“The relationship between doctor and patient is not interfered 
with in any way,” he said. 

The regulations assert that any registered medical practitioner 
may take part in the scheme but that there is no compulsion in 
this regard and that a patient is not obliged to accept any 
benefits under the scheme. 

A comprehensive list of professional services and the pre- 
scribed fee chargeable for each service are set out in a table 
of fees annexed to the scheme. Provision is made in the scheve 
for a fee to be determined for any service or combination of 
services not expressly provided for. Doctors taking part in the 
scheme will not be required to reveal the nature of the illness 
or treatment or to make any clinical record available. The sole 
record required is a daily diary to show the patient's name, the 
date the service was rendered and what, in a general way, the 
service was. No penalties are imposed by the regulations except 
in the case of “gross abuse or attempts to defraud the Common- 
wealth.” A doctor found guilty of these offences may be sus- 
pended from the scheme for a period not exceeding six months. 
Such a case, however, must be considered by a committee pro- 
vided for under the National Health Service Act, and the doctor 
has the right of appeal to the State Supreme Court. 

The regulations say that a doctor participating in the scheme 
shall not demand more than half his fee from the patient. For 
a professional service not covered by the scale of fees a doctor 
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shall not make a charge before agreement is reached with the 
Director-General of Health. Doctors will get a mileage allow- 
ance of 20 cents per mile each way. Medical practitioners who 
apply to the government to join the scheme will be required on 
acceptance to display a notice at their premises indicating that 
they are cooperating. 

The regulations give these examples of the total fees charge- 
able under the scheme: 

Consultations and visits: surgery $1.40 (10/6), after hours 
$2.80 (£1/1—); home visits $1.70 (12/6) and after hours $2.80 
(£1/1/—). Operations: removal of child's tonsils $14 (45/5/—), 
tonsils and adenoids $16.80 (46/6/—), appendicectomy $42.50 
(£15/15/—), blood transfusion $14 (£5/5/—) and amputations 
from $11.20 to $67.50 (£4/4/— to £25). 

Midwifery: confinement, including postnatal care for nine 
days, $14 (45/5/—) and cesarian section with antenatal care 
$56.70 (£21). Injections and vaccinations: from $2.80 (£1/1/—) 
to $5.60 (£2/2/—). Treatment of fractures: from $5.60 (£2/2/—) 
to $56.70 (£21). 

NOT ACCEPTABLE TO B. M. A. 

Dr. J. G. Hunter, the spokesman of the federal council of 
the B. M. A. in Australia, stated the views of the medical 
profession on this new proposal. “The medical plan is not 
acceptable to the medical profession.” He accused the govern- 
ment of “political bribery” and of making the Australian people’s 
health service a “political p!aything.” The regulations were 
ambiguous and still did not provide any safeguard against loss 
of the patient's privacy. “For the last two years doctors have 
emphasized in conferences with Senator McKenna on national 
health services that there were high principles to be agreed on 
before rates of payment could be discussed,” he said. 

“Such principles were never agreed on and, therefore, the 
government’s proposals are not acceptable to the profession. 
Now, in the course of an election campaign, the Minister has 
published a list of the fees the government will pay to doctors 
who apply for them. This should be regarded as the final 
example of the government's readiness to make a political play- 
thing of the people’s health service. 

“It seemed that such an act of political bribery was likely to 
follow the rushing of the bill through the dying Parliament. 
The principal point for the people to remember is that regula- 
tions which the Minister issues could be radically altered by the 
same or any succeeding Minister tomorrow and be given the 
force of law without debate by Parliament. This very set of 
regulations has been gazetted while Parliament is in recess. 

“It is unlikely that the government, in the middle of an elec- 
tion campaign, would compel by regulation disclosure of details 
of patients’ illnesses, especially in view of the strong public 
reaction to doctor's protests against this course. 

“The Prime Minister (Mr. Chifley), however, said in his 
second reading speech on the bill that all the doctors would be 
asked to do would be to state when they attended a patient 
and what they attended him for. 

“In the light of the Prime Minister's statement, the gazettal 
of ambiguous regulations, subject to interpretation by depart- 
ment officials only, provides no safeguard against loss of privacy. 
Such a safeguard should have been embodied in the act itself. 

“The Prime Minister by his daily provocative attacks on doc- 
tors indicates what the fate of the family doctor would be if he 
gained his way. With the disappearance of the family doctor 
would pass the natural friend of every man, woman and child.” 


PRESS EDITORIAL COMMENT 
The Brisbane Courier-Mail describes this latest plan as 
“political window dressing.” 
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“For years the government has been collecting the peop'es 
money for medical services. But it refused to work out, with 
the medical profession, the necessary practical scheme. It wasted 
time fighting and abusing doctors and producing unworkable 
proposals, 

“The government’s motive was clear. It tried to make intro. 
duction of a national health scheme—for which it had a mandate 
from the people—the opportunity for unauthorized nationaliza- 
tion of medicine. 

“Now, having kept the public waiting for medical assistance, 
the government is rushing forward with its latest version of a 
health scheme, with a general election campaign in full swing, 

“The ‘plan’ is a sham. It is nothing more than a desperate 
last minute attempt to push a plan under the nose of voters. 

“It is unlikely that voters will be deceived. They recognize 
that the only thing to do now is to postpone consideration of a 
health scheme while the election is on. Afterward government 
and medical representatives should sit down calmly to work out 
a plan satisfactory to everybody, government, doctors and 
public.” 

DOCTORS USE PERSONAL PUBLICITY 

For four weeks before the elections on December 10, 500 
Australian doctors would take part in 5,000 one-minute broad- 
casts. The broadcasts would oppose the nationalization of the 
medical profession. The campaign would be the largest radio 
effort ever conducted in Australia by any professional body, 
Between now and election day “family doctors” would give one- 
minute addresses over 69 commercial stations every day, in early 
morning, women’s and evening sessions. Each doctor would 
begin by introducing himself and giving the address of his prac- 
tice. He would then state his personal objections to the federal 
government’s plan to nationalize his profession. Speakers would 
include suburban doctors in every capital city in Australia and 
country doctors from the far West to Cape York. Special talks 
directed to women would be given by a number of women 
doctors. 

The campaign was being paid for by voluntary contributions 
from members of the profession. The doctors were taking up 
the admission by the Health and Social Services Minister 
(Senator McKenna) that the ultimate aim of his party was tu 
eliminate the right of private practice. They would state that 
they were fighting for the preservation of the family doctor in 
the community and would point out the danger of doctors 
becoming public officials controlled from Canberra. 

The broadcasts emphasize these points : 

“Free” medicine would be costly and paid for out of social 
service taxation. The government’s scheme would eliminate 
doctor-patient confidences. The doctors are not opposed to free 
medicine for the public, but oppose bureaucratic control and 
restriction of prescription. 

Dr. C. A. Thelander, Adelaide St. Clayfield, Brisbane, 
emphasizing the Prime Minister’s statement that all the doctor 
would be asked to do would be to furnish a return showing 
the people he had treated and what they had been attended for, 
said, “This would abolish the patient’s right to privacy.” Dr. 
A. E. Mason, Honour Ave., Graceville, Brisbane, said, “The 
present government's medicine scheme would lower the stand- 
ard of your medical care. It would foster the habit of pill 
swallowing.” Dr. Felix Arden, Wickham Terrace, Brisbane, 
said, “A state-run medical service is a ‘sluggish system,’ and 
there’s no known tonic.” Dr. Leslie G. Hill, Eagle Terrace, 
Sandgate, Queensland, said, “I and other doctors are willing to 
co-operate, but have refused to be brought under bureaucratic 
control in a way that would amount to civil conscription, 4 
the High Court has decided it would.” 
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BRAZIL 
(From Our Regular Correspondent) 
Rio pve Janeiro, Dec. 7, 1949. 


Development of the Yellow Fever Campaign 

One of the greatest works of disease control in the world is 
the campaign waged against yellow fever in Brazil. The Yellow 
Fever Division of the National Health Department, besides its 
gigantic functions in Brazil itself, is cooperating in the anti- 
yellow-fever work in neighboring countries. The several activi- 
ties of the Division are carried out over more than 90 per cent 
of the country’s area, the remaining less than 10 per cent being 
constituted by territory covered by dense forests sparsely popu- 
lated, mainly by Indians, in the states of Mato Grosso, Para and 
Amazonas. In South America, jungle yellow fever is endemic 
in an area between the parallels N. 10° and S. 15°, which 
includes the Brazilian territories of Amapa, Acre and Guaporé, 
and the states of Parad, Amazonas and the northern half of 
Mato Grosso, besides all the Guianas and Venezuela, and large 
sections of Colombia, Ecuador and Bolivia. This area was 
established in 1946 by UNRRA, for international quarantine 
measures. During last year, the Yellow Fever Division carried 
out Aedes control measures in 58,529 localities (58,439 in Brazil 
and 90 in Bolivia, Colombia, Ecuador, French and Dutch 
Guianas, Peri and Trinidad). The number of localities where 
Aces control measures were carried out increased steadily since 
1931, when the work was performed in only 394 localities, until 
1948 when the total of such localities were 58,529. Out of 52,430 
Brazilian localities inspected during 1948, the Aedes mosquito, 
was found in 3,817 (7.3 per cent). The number of visits to 
dwellings was 17,573,475, and the number of inspections of 
water deposits 107,989,196. During the year, 1,315 posts of 
viscerotomy were ready to take small pieces of the liver of 
persons suspected of having died from fever diseases. Eighty- 
four per cent of these posts (1,105) sent 14,986 specimens for 
histologic examinations which led to the postmortem diagnosis 
of yellow fever in 3 instances, through the presence of the 
uniailing, characteristic pattern of liver degeneration. These 
were the only cases of jungle yellow fever registered in Brazil 
in 1948. 

From 1930 to 1948, 1,574 cases of yellow fever were reported 
or recognized after postmortem examination, 332 in urban areas 
and 1,242 in jungle regions. Before 1932 all cases of yellow 
fever had been reported in urban areas, as the first 4 cases of 
the so-called sylvan, or jungle, yellow fever were discovered 
during that year in forest districts of the middle Atlantic state 
of Espirito Santo. During the three year period 1932-1934, 
104 cases of the disease were discovered, 93 in urban areas and 
1] in forest areas (4 in 1932 in the state of Espirito Santo, 1 in 
1933 in the state of Amazonas and 6 in 1934 scattered in the 
States of Amazonas, Para, Bahia and Mato Grosso). During 
the seven year period 1935-1941, 1,112 cases of the disease were 
discovered, 27 in urban areas and 1,085 in jungle regions. During 
this period the Aedes control measures were intensified in urban 
areas, while the machinery for the discovery of jungle cases 
was being established. The last 3 cases of urban yellow fever 
occurred in Brazil during the year 1942, in Rio Branco, Acre 
territory, near the northern boundary of Bolivia. During the 
Same year 7 more cases of the disease were discovered in forest 
regions of the states of Amazonas and Bahia and in the Acre 
territory. During the last six year period 1943-1948, 139 cases 
of jungle yellow fever were discovered, 6 in 1943, 15 in 1944, 
112 in 1945, 1 in 1946, 2 in 1947 and 3 in 1948. All the 1,490 
cases of the disease discovered from 1931 to 1948 were con- 
firmed by histologic examination. 

From 1937 to 1948, 5,350,833 persons were vaccinated against 
the disease, 501,948 of them in 1948. The immunization is 
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mainly used to protect persons who have to work or sojourn in 
forests and those who have to leave the country by air. Of the 
501,948 persons immunized in 1948, 414,587 were from the 
state of Sio Paulo, 25,717 from the Federal District (Rio de 
Janeiro), 23,706 from the state of Mato Grosso, 12,295 from 
the state of Rio Grande do Sul and the rest from 10 other states 
or territories. From 1937 to 1948, 636,610 doses of yellow fever 
vaccine were sent to several South American and a few Euro- 
pean countries. During the year 1948, 174,000 of such doses 
were sent abroad: 120,000 to Argentina, 40,000 to Bolivia, 1,000 
to Chile, 5,000 to Switzerland, 1,000 to Turkey and 7,000 to 
Uruguay. During the year 1947, dichlorodiphenyltrichloro- 
ethane (DDT) was used as an Aedes control measure on an 
experimental basis. In 1948, after the experiment undertaken 
during the previous year, under the conventional form of surface 
spraying, a new technic, developed by the Yellow Fever Division, 
of spraying the interior and the exterior of the water deposits 
was started and improved. Such a technic was used in 19,347 
localities, with 549,997 applications in buildings and 698 in ships 
and small vessels, totaling 3,830,500 applications in water deposits. 

Besides the tremendous work of Aedes mosquito control and 
the collecting of liver specimens, the Yellow Fever Division 
runs a laboratory for the preparation of immunizing material, 
a laboratory of histology, a laboratory of entomology, a bureau 
of epidemiology and an experimental laboratory. The division 
maintains a close cooperation with the Yellow Fever Laboratory 
of the Rockefeller Foundation, in Rio de Janeiro, where neu- 
tralization tests and other researches on jungle yellow fever 
are performed. 


Murine Typhus in Rio de Janeiro 

Early this year, Drs. J. Travassos, H. G. Pereira and J. V. 
Vasconcellos, of the Rickettsias Division of the Oswaldo Cruz 
Institute, published a preliminary study of their finding of some 
rats infected with murine typhus, as proved by tests of com- 
plement fixation and agglutination of Rickettsia mooseri cultures. 
In a recent paper they complete their previous study by a 
report of the isolation of five samples of R. mooseri. With the 
brains of 81 rats captured in different districts of the city of 
Rio de Janeiro, fifteen pools were prepared and suspension of 
these injected into guinea pigs and white rats. Six of these 
pools included the brains of rats which had shown positive com- 
plement fixation and agglutination reactions with R. mooseri 
antigens. Some of these rats had also presented a positive 
Weil-Felix reaction of 1:40 or higher. Strains of the Rickettsia 
were isolated from four of these six pools. The remaining 
eleven pools contained the brains of rats which had showed 
negative reactions to complement fixation and agglutination 
tests. Some of them, however, had shown a positive Weil- 
Felix reaction of 1:40 or higher. All five strains, when injected 
into guinea pigs and white rats, behaved experimentally like 
R. mooseri. 

The serums of the experimental rats and of the other experi- 
mental animals (guinea pigs and white rats) were used for 
complement fixation tests with antigens of R. mooseri, Rickettsia 
prowazeki and Rickettsia rickettsi and for agglutination tests 
for R. mooseri and R. prowazeki. For the complement fixation 
tests the authors used Plotz antigens of R. mooseri and R. 
prowazeki and Bengtson antigen of R. rickettsi. The agglutina- 
tion tests were done by the Castafieda slide agglutination method, 
with suspensions of R. mooseri and R. prowazeki prepared from 
lungs of infected rats. The results of these tests showed a 
predominance of murine over epidemic antibodies and, except 
in 1 case, the absence of R. rickettsi antibodies. In cross 
immunity tests guinea pigs were found immune to R. mooseri 
(Wilmington strain) and susceptible to R. rickettsi (Sao Paulo 
strains). 
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Correspondence 


FUNDS NEEDED TO FIGHT POLIOMYELITIS 


To the Editor:—Summer in the United States has always 
been marked by outbreaks of infantile paralysis, and every 
winter we have come to expect a successful fund-raising cam- 
paign to meet the needs of those affected. The March of Dimes 
campaign, enthusiastically supported by magazines as well as 
by the press and radio in the past, has always raised enough 
to take care of the poliomyelitis situation. In 1949, for example, 
although fewer than a hundred persons contributed more than 
$1,000, the money rolled in—dimes from the millions. 

However, this summer saw more than outbreaks of polio- 
myelitis. There was a nationwide epidemic. All resources of 
the National Foundation for Infantile Paralysis were pressed 
into service. The organization's epidemic treasury was emptied. 

Now the bills for the epidemic’s aftermath pile up; bills for 
the treatment of crippled persons, those still in hospitals and 
those who must be rehabilitated, bills to be paid without cur- 
tailing the training of medical personnel and scientific research 
to find a preventive. But funds to pay all these bills are lack- 
ing, and we have no way of knowing how many more cases 
there will be next year. 

We face a possible crisis in poliomyelitis that will menace 
every man, woman and child in the United States unless, this 
winter, the March of Dimes takes in more money than ever 
before. Your readers must know the need. 


Basu. O'Connor, President, 
The National Foundation for Iniantile Paralysis, 
New York 5. 


THE BETATRON AND CANCER 


To the Editor:—The recent newspaper publicity on the medi- 
cal betatron at the University of Illinois College of Medicine is 
totally unauthorized and grossly exaggerated. One magazine 
has, in spite of warning, distorted facts to the point of absurdity. 

I am neither optimistic nor enthusiastic about the ability of 
the betatron to solve the cancer problem. In its present state 
it may be helpful in about 10 per cent of patients with cancer. 
It is not suitable for widespread cancer, terminal situations or 
cancers of a radiation-resistant type. 

Physicians having relatives or patients afflicted with cancer 
are urged to institute prompt and aggressive treatment by 
accepted methods in their own communities. We can test so 
few patients a month on the betatron that the Tumor Clinic in 
Research and Educational Hospital in Chicago can supply our 
needs without outside referrals. 


Rocer A. Harvey, M.D., Chairman, 
Department of Radiology, University 
of Illinois College of Medicine, Chicago. 


REACTIONS TO ANTIBIOTICS 


To the Editor:—My discussions with doctors at medical 
meetings lead me to believe that many bizarre and/or fatal 
reactions of sensitivity to antibiotics have been noted and left 
unreported by individual physicians. Information concerning 
these reactions would be valuable. I would like to appeal to 
all physicians in this country to forward to me a brief account 
of any curious reactions which they may have noted in the 
course of therapy with penicillin, streptomycin, bacitracin, tyro- 
thricin, aureomycin or chloramphenicol (chloromycetin®). 


Perrin H. Lone, M.D. 
615 North Wolfe Street, 
Baltimore 5. 


CORRESPONDENCE 


j; A. M. A. 
an, 21, 1950 


PRURITUS AND JAUNDICE 


To the Editor:—I wish to express disagreement with the fol- 
lowing paragraph which appeared in the article on jaundice by 
Philip Thorek in THe JourNaL (141: 767 [Nov. 12] 1949): 

“Unfortunately, pruritus (itching) is considered to be a symp- 
tom of jaundice; this is erroneous. Pruritus is a symptom of 
posthepatic (obstructive) jaundice. When a patient’s primary 
complaint is his itching, then I feel quite positive that he is 
suffering from either a stone or a carcinoma which is involving 
the extrahepatic biliary passages. Rarely does a patient with 
intrahepatic jaundice complain of itching.” 

This has not been true in my patients who have hepatocellular 
liver damage. Occasionally, cases are seen of this variety in 
which pruritus is a primary complaint. I cannot accept pruritus 
with jaundice as being pathognomic of obstructive jaundice as 
Dr. Thorek implies. 

Havens, in an article on infectious hepatitis (Médicine 27: 279 
[Sept.] 1948) stated that 12 to 21 per cent of various series of 
patients with this hepatic disease had pruritus. In a specific 
study of this symptom, Co'bert (Bull. U. S. Army M. Dept. 
8: 954, 1949) found that 16 of 75 patients complained of pruritus. 
Hoag!and and Shank (J. A. M. A. 130: 615 [March 9] 1946), 
in a study of 200 cases of in‘ectious hepatitis, found that pruritus 
was present in the preicteric phase in 46.5 per cent of their 
patients. 

In the chapter on itching in MacBryde’s “Signs and Symp- 
toms” (Philade'phia, J. B. Lippincott Company, 1947) Rothman 
and Shapiro have a subsection on “Pruritus, Liver Disease and 
Jaundice.” These authors emphasize, in an analysis of various 
types of liver disease, that pruritus may occur in jaundice of 
any sort “. independent of whether it is due to malignancy, 
common duct stone, or stricture, drugs or infection.” Pruritus 
also occurs in liver diseases without jaundice. An analysis of 
the data presented in their compilation readily shows that jaun- 
dice and pruritus may occur in any type of liver disease and is 
not pathognomic specifically of extrahepatic obstruction, as 
Thorek claims. It is well to understand this particular point in 
differential diagnosis, since letting Thorek’s statement go unchal- 
lenged could conceivably lead to unnecessary operation in types 
of jaundice (hepatocellular) in which surgical treatment is not 
too well tolerated. 

Irvine B. Brick, M.D., Washington, D. C. 


FLUORESCENT LIGHTING 


To the Editor:—There has been so much controversy and 
excitement about the article published in Tue Journat (140: 
1334 [Aug. 27] 1949) that has to do with fluorescent lighting 
in industry producing a skin disorder that I think clarification 
is important. Few persons have taken the trouble or have the 
opportunity to read the article in its entirety. The measurement 
of working distance, a most unusual one, namely, 10 to 14 inches 
(25 to 30 cm.), was buried in the text in such a way that one 
would have to read every word to realize that the exposure of 
skin surfaces was unusual. A fluorescent light in a desk lamp 
(which throws the light onto the paper and not on the person) 
is usually 2 to 3 feet (61 to 91 cm.) from the work surface, and 
fixtures over one’s head are 4 to 10 feet (122 to 296 cm.) distant. 

The Joint Committee on Industrial Ophthalmology has received 

inquiries with respect to this so-called danger and what should 
be done about it. Nothing need be done about the usual installa- 
tion. The use of plate glass shields for the workers in the par- 
ticular plant and the working distance described in the article 
should, of course, be recommended if it was found to be effective 
as the article indicated. 


Hevwic S. Kunn, M.D., Secretary, 
Joint Committee on Industrial Ophthalmology, 
Hammond, Ind. 
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Council on Medical Education 
and Hospitals 


APPROVED SURGICAL RESIDENCIES 


The following list of approved services includes revision 
of and additions to the list published in the Educational Number 
of THe JourNaL (Sept. 3, 1949, pp. 48-51). Hospitals desig- 
nated by an asterisk (*) offer training of less than three years 
in duration. Their programs, however, are integrated with 
accepted graded residencies and are approved as affiliating 
services. 

A complete list of approved surgical residencies will appear 
in the 1950 Internship and Residency Number of THe JouRNAL, 


scheduled for publication April 15, 1950. 
Length of 
Approved 
Program, 
Lecation Years 


Phoenixville, Pa. 3 
Honolulu, T. H. 3 


Name of Hospital 
United States Army 


Valley Forge General Hospital...... 
Tripler General Hospital.........++. 


Veterans Administration 


Administration 
Administration 
Administration 
Administration 


Tuskegee, Ala. 

Van Nuys, Calif. 
Wichita, Kan. 
Staten Island, N. Y. 


Hospital... 
Hospital... 
Hospital... 
Hospital... 


Veterans 
Velerans 
Veterans 
Veterans 


Nonfederal 


Samuel Merritt 
Mercy Hospital.......... 
Duval Medical 
St. Francis Hospital......... 
St. Joseph's Hospital....... 
Baltimore City Hospitals... 
Springfield Hospital............ 
St. Vincent’s Hospital............ eee 
Grace Hospital........... eee 
St. Barnabas Hospital............ 

St. Mary’s Group of Hospitals...... 
Paterson General Hospital......... 
Meadowbrook Hospital......... 
Mary Immaculate Hospital........... 
Christ Hospital.......... 
Good Samaritan Hospital............ 
Maumee Valley Hospital............. 
Germantown Dispensary and Hospital 
Philadelphia General Hospital...... 


St. Luke’s Hospital and Children’s 
Medical Center.......... 


Baptist Memorial Hospital... 
University of Virginia Hospital...... 
Norfolk General Hospital....... cocee 
St. Joseph’s 
Myers Clinic Hospital.......... 
Queen's Hospital...... 


Oakland, Calif. 
Denver, Colo. 
Jacksonville, Fla. 
Evansion, Ill. 
Lexington, Ky. 
Baltimore 
Springfield, Mass. 
Worcester, Mass. 
Detroit, Mich. 
Minneapolis 

St. Louis 
Paterson, N. J. 
Hempstead, N. Y. 
Jamaica, N. Y. 
Cincinnati 
Cincinnati 
Toledo, Ohio 
Philadelphia 
Philadelphia 


Philadelphia 
Memphis, Tenn. 
Charlottesville, Va. 
Norfolk, Va. 
Parkersburg, W. Va. 
Philippi, W. Va. 
Honolulu, T. H. 


The following additional services are approved by the Council 
as offering satisfactory training programs of one or two years 
in preparation for residency training in the surgical specialties. 
(As previously announced, training in hospitals listed in the 
Internship and Residency Number of THe JourNaL, May 14, 
1949, as approved for surgical residencies will be accepted by 
the American Board of Surgery through July 1, 1950.) 


City Hospital, Mobile, Ala. Lebanon Hospital, New York City 
Glendale Sanitarium and Hospital, Mother Cabrini Hospital, New York 
Glendale, Calif. 


City 
United Hospital, Port Chester, N.Y. 


St. Joseph’s Hospital, San Francisco 
Doctors Hospital, Cleveland His., 


Community Hospital of San Mateo, 


San Mateo, Calif. Ohio. 
— State Hospital, Pueblo, + Hospital, Dayton, 
‘olo lo 


Wesley Hospital, Oklahoma City 
Easton Hospital, Easton, Pa. 
Doctors Hospital, Philadelphia 


Cree Memorial Hospital, Orlando, 
a. 
Vincent's Hospital, Jacksonville, 


Loretto Hospital, Chicago 
Hospital, Lexing- 


Missour Methodist Hospital, St. 
M 
Hospital, Long 
uhlenberg 


Hospital, Plainfield, 


St. Mary’s Hospital, Philadelphia 
Columbia Hospital, Wilkinsburg, 


Pa. 
Mid-State Baptist Hospital, Nash- 
ville, Tenn. 
— Hospital, Newport News, 
a. 
Hospital, Richmond, 


Lewis Gale Hospital, Roanoke, Va. 
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Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 
NatronaL Boarp oF Mepicat Examiners. Part 1/1. Boston, Chicago 
and New York, January. Parts 1 and Il, Feb. 13-15. Centers where 
there are approved medical schools and five or more candidates. 
Sec., Mr. E. S. Elwood, 225 S 15th Street, Philadelphia 2. 


EXAMINING BOARDS IN SPECIALTIES 


Boarp oF Uritten. Various locations. 
Philadelphia, April 23-27, Chicago, Oct. 8-11. Sec., Dr. 
New York 22. 


AMERICAN 
July 21. Oral. 
Curtiss B. Hickcox, 745 Fifth Ave., 

AMERICAN BoarRD OF DERMATOLOGY AND SYPHILOLOGY: 
Various locations, Feb. 16. Oral. Washington, April 7-9. 
George M. Lewis, 66 East 66th Street, New York 21. 

AMERICAN Board OF INTERNAL MEbIcINE: Orai. Chicago, Feb. 8-10. 
Boston, April 13-15. San Francisco, June 21-23. The orai examinations 
in the subspecialties will be held at the same time and places. Asst. Sec., 
Dr. Wilham A. Werrell, 1 West Main Street. Madison 3, Wis. 

AMERICAN Board oF NEUROLOGICAL SURGERY: Orai. Chicago, June 3. 
Sec.. Dr. W. J. German, 789 Howard Ave., New Haven, Conn. 

AMERICAN oF OBSTETRICS AND GYNECOLOGY, INC Written and 
Reviews of Case Histories. Part I. Various Centers. Feb. 3. Oral 
Part Il. Atlantic City, May 21-28. Sec., Dr. Paul Titus, 1015 Highland 
Bidg.. Pittsburgh 

AMERICAN Boarp oF OpnHTHALMOLOGY: Written. 

anuary 1951. Final date for filing applications is July 1, 


Written, 
Sec., Dr. - 


Various Centers, 
1950. Practical. 


Soston, May 22-26; Chicagu. Oct. 2-6; West Coast, Jam. 1951. Sec., Dr. 
Edwin B. Dunphy. 56 Ivie Road, Cape Cottage. Maine. 
AMERICAN BOaRD OF ORTHOPAEDIC SURGERY Mart Il, New York 


Sec. Treas., Dr. Harold A. Sofield, Room 1856, 122 S. 
Chicago 

or OTOLARYNGOLOGY: Orai. San Francisco, May. 
Dean M. Lierle, University Hospital, lowa 


City, Feb 9-10 

Michigan Ave.. 
American Boarv 

October. Sec., Dr. 
ity 

American Boarp oF Pepiatrics: Oral. Richmond, Va., Feb. 10-12; 
Philadelphia, March 31-April 2; San Francisco, June 23-25. Exec. Sec., 
Dr. John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

American Boarp oF Piasric Surcery. Urai May-June. Sec., Dr. 
Louis T Byars, 4647 Pershing Avenue, St. Louis, Mo. 

American Boarp or Preventive Mepicine ano Pusiic Heatta: 
Oral and Clinical. Chicago, Feb. 7-8. Sec.. Dr Ernest L. Stebbins, 615 
N Wolfe Street. Baltimoie 5, M 

AMERICAN BOarp OF Proctotocy: Parts and 1] (Anorectal Surgery). 
Chicago, Feb. 6-7. Secretary-Gencral, Dr. Louis A. Buie, 102-110 Second 
Ave., S.W., Rochester, Minn. 

AmekicAN Boarv oF PsycutatRy ano Neurotocy: Spring Examina- 
tion. Date and location of examination to be anrounced later. Final 
date for filing applications is Feb 1 Sec.. Dr F. J. Braceland, 102-110 
Second Ave., S.W., Rochester. Minnesota. 

AMERICAN Eoarp of Rapiotocy: Oral. Chicago, week of June 18, 
Sec.. Dr. B. R. Kirklin, 102-110 Second Ave., S.W ochester, Minn. 

AMERICAN Boarp OF SurGery: Written. Various centers, Oct. 25. 
Final date for filing applications is July 1. Sec., Dr. J. Stewart Rodman, 
225 South 15th Street, Philadelphia. 

AMERICAN Boarp OF UroLocy: Oral and Chicago, Feb. 11-15. 
Sec., Dr. Harry Culver, 7935 Sunnyside Road, Minneapolis 21. 


BOASDS OF MEDICAL EXAMINERS 


Examination. Monigomery, June 27-29. Sec., Dr. D. G. 
Gill, 519 Dexter Avenue. Montgomery 
j Ataska:* Juneau, March 7. Sec., Dr. W. M. Whitehead, Box 140, 

uneau 

Arxansas: * Examination. Little Rock, June 8-9. Sec., Dr. Joe Verser, 
Harrisburg. Eclectic. Little Rock, June 8-9. Sec., Dr. Clarence H. 
Young. 1415 Main Street, Li tie Rock. 

Catirornia: Examtnation, Written. Los Angeles, Feb. 27-March 2; San 
Francisco, June 19-22; Los Avgeles, Aug. 21-24; Sacramento, Oct. 16-19. 
Examination, Oral and Clinical, for Foreign Medical School Gradnates. 
Los Angeles, Feb. 26; San Francisco, June 18; Los Angeles, Aug 20; 


San Francisco, Nov. 12. Rectprocity, Oral Examination. Los Angeles, 


Jan. 21; Los Angeles, Feb. 25; San Francisco, June 17; Los Angeles, 
Aug. 19; San Francisco, Nov. 11. Sec., Dr. Frederick N. Scatena, 1020 
N Street, Sacramento 14. 

Connecticut: * Examinetion. Hartford, March 14-15. Secretary to 


160 St. Ronan Street, New Haven. 


the Board, Dr. Creighton Barker, 
Donald A. Davis, 38 Eliza- 


Homeopathic. Derby, March 9-10. Sec., Dr. 
beth Street, Derby. 

Fioripa: * Jacksonville, June 25-27. Sec., Dr. Frank D. Gray, 12 N. 
Rosalind Avenue, Orlando. 

Georcia: Examination. Atlanta and Augusta, June. Endorsement. 
Atlanta, June. Sec.. Mr. R. C. Coleman, 111 State Capitol, Atlanta 3. 

Guam: Endorsement. Agana, last Friday of each month. Sec., Capt. 
C. K. Youngkin, Dept. of Public Health, Guam, % F.P.O., San Francisco. 

Inpiana: Examination. Indianapolis, June. Sec., Dr. Paul KR. Tindall, 
1138 K. of P. Bldg., Indianapolis 

Iowa: * Examination. lIowa City, June 12-14. Dr. Walter L. Bierring, 
Commissioner and Acting Director, Division of Li re and Registra- 


Strect, Portland. 
Sec., Dr. George 
Missouri: Examination. Feb. 9-11. 


tion, State Department of Health, Des Moines. 
Maine: Portland, March 14-15. Sec., Dr. Adam P. Leighton, 192 State 
Massacuusetts: Examination. Boston, March 14-17. 
L. Schadt, 413 E. State House, Boston. 
Reciprocity, Feb. 4. 
Exec. See, Mr. Jon A. Hailey, Box 4, State Capitol Building, Jefferson 
ity. 
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Montana: Helena, April 3-5. Sec., Dr. Otte G. Klein, First National 
Bank Building. Helena. 
Nevava: Carson City, May 1. 


Street, Carson City. 
Concord, March 8-9. Sec., Dr. John S Wheeler, 


New Hamrsuige: 
107 State House, Concord 

New Jersey: Examination. Trenton, June 20-23. Sec., Dr. E. S, 
Halhnger, 28 West State Street, Trenton. 

New Mexico: * Santa Fe, April 10-11. Sec., Dr. Charles J. McGoey, 
Coronado Building, Santa Fe. 

New Yora: Albany, Buffalo, New York and Syracuse, Jan. 31-Feb. 3. 


Sec., Dr. George H. Ross, 112 Curry 


Sec., Dr. Jacob L. Lochner, 23 S. Pearl Street, Albany 7 

Norra Caroutna: Endorsement. Ralegh, Jan. 23. Sec., Dr. Ivan 
Procter, 226 Hillsboro St.. Rale.gh. 

Oxtauoma:* Examination. Oklahoma City, June 7-8. Sec. Dr. 


Clinton Gallaher, 813 Brant? Building, Oklahoma City 
Pennsytvania: Examination. Philadelphia or Harrisburg, Jan. 23-25. 


Acting Sec.. Mrs. Marguerite G. Steiner, 351 Education Building, Harris- 
burg 

uerto Rico: Examination. Santurce, March 7. Sec., Mr. Luis Cueto 
Coll, Box 3717, Santurce 


Columbia, June 26-29. Reciprocity. 


Soutu Caro.tna: Examination. 
Heyward, 1329 Blanding 


First Monday of each month. Sec., Dr. N. B. 
Street, Columbia 

Utan Examination. Salt Lake City, June. Dir., Dr. 
324 State Capitol Building. Salt Lake City . 


Frank E. Lees, 


. Vermont: Examination. Buriington, Feb. 2-4. Sec., Dr. F. J. Lawliss, 
ichtord. 

Viroinia: Examination. Richmond, June 23-24. Endorsement. Rich- 
mond, June 22. Sec., Dr. K. D. Graves, 631 First St.. S.W., Roanoke. 


Wasuincron: * Seattle, Jan. 23-25. Director, Department of Licenses. 
Mr Edward C. Dohm, Olympia. 

Wrominc: Cheyenne, Feb. 6. Sec., Dr. 
Capitol, Cheyenne. 


* Basic Science Certificate required. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Arkansas: Examination. Little Rock, May 9. Sec., Mr. L. E. Gebauer, 
1002 Donaghey Building, Little Rock 

Connecticut: Examination. New Haven, Feb. 11. Address: State 
Board of Healing Arts, 110 Whitney Avenue, New Haven 10. 

District of Cotumata: Washington, April 17-18. Sec., Dr. 
L. Seckinger, 4130 E. Municipal Building, Washington. 

Fioriva: Examination, June 3. Sec.. Mr. M. W. Emmel, University 
of Florida, Gainesville. 

Oxtatioma: Exemination. Oklahoma City, April 11. 
Gallaher, 813 Braniff Building, Oklahoma City 

Ruove Istanp: Examination. Providence, 
of Professional Regulation, Mr. Thomas B. Casey, 
ing, Providence 

Texas: Examination. Austin, Jan. 20-21 and April 21-22. Sec., Brother 
Raphael Wilson, 306 Nalle Building, Austin. 


Franklin D. Yoder, State 


Daniel 


Sec., Dr. Clinton 


Feb. 8-9. Chief, Division 
366 State Office Build- 


Medical Motion Pictures 


FILM REVIEW 


Electrocardiography, (PMF 5166). 16 mm., color, sound, showing time 
ten minutes. Produced in 1949 by the United States Army. Procurable 
on loan from Chief, Medical Illustration Service, Armed Forces Instl- 
tute of Pathology, Washington 25, D. C. 

In this film the lecturer performs an experiment in which a 
cathode ray oscilloscope is used to show the magnitude and 
direction of galvanometer deflections as he changes the relative 
position of two oppositely charged points within a conducting 
fluid. This is done by placing two electrodes in water and 
rotating them at a constant distance from each other and from 
the leads of the galvanometer or oscilloscope. The demonstra- 
tion is followed by mathematical explanations which relate the 
human electrocardiogram to Einthoven's hypothesis that an 
analysis of the potentials registered by the three leads should 
enable one to locate the relative positions of positive and nega- 
tive foci on the heart. This film moves too fast to be a suitable 
introduction to the subject for medical students but should be 
helpful in summarizing a discussion of the electrocardiograph 
at the end of a fairly intensive study of the subject. It assumes 
a considerable knowledge of electricity, vector analysis and 
cardiac physiology. It also makes certain assumptions that 
would require proof if presented before a group of scientists, 
particularly the assumption that an equilateral triangle is the 
best kind of triangle to use as a basis of the theory. 

The details of many scenes are not always distinct, which is 
due mainly to a lack of close-up views. As a film production, 
this picture leaves much to be desired. The film will be most 
useful in the hands of medical school instructors who can intro- 
duce it with suitable preliminary explanations. 


BUREAU OF LEGAL MEDICINE AND LEGISLATION 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 


Venereal Disease—Examination of Person Arrested for 
Sex Crime.—To secure her release from the Oklahoma City 
Jail, where she was held for examination for venereal disease, 
the petitioner filed an original action for a writ of mandamus 
in the criminal court of appeals of Oklahoma. 

The petitioner had been arrested without a warrant and 
subsequently convicted in the municipal court of Oklahoma 
City of vagrancy by being a prostitute. After her conviction 
she was ordered held for examination by a member of the staff 
of the Oklahoma City Venereal Disease Clinic. The petitioner 
first refused to submit to such an examination, asking that her 
own physician be permitted to make the examination and that 
she be released on receipt of the results of his examination. 
Finally she submitted to an examination by the director of the 
clinic but, although no abnormalities were observed, the direc- 
tor asserted that another examination was necessary and her 
release from custody was still denied. 

She contended that the statute under which she was held 
applied only to persons arrested under a lawfully issued warrant. 
In the present case, said the court of appeals, the petitioner 
apparently had done something in connection with her trade in 
the presence of the arresting officer so that it was unnecessary 
that a warrant be issued. It is our opinion, the court continued, 
that the municipal court could, after the conviction of the 
offender for the sex offense charged, acting in the capacity of 
a local health officer, detain the petitioner for examination for 
a venereal disease. Such we interpret to be the spirit and intent 
of the statute and the rules and regulations adopted by the 
state board of health to achieve the results sought by the 
legislature. 

The petitioner next contended that “an approved physician,” 
as that expression is used in the statutes, refers to any practic- 
ing physician in the state licensed under the provision of the 
medical practice act. The statute referred to by the petitioner 
provided, “. . . the required examination shall be made by the 
Health Officer or, at the option of the person to be examined, 
by an approved licensed physician.” This term, said the court, 
implies something more than just a license to practice medicine, 
and for good reason, considering that nédt all physicians may be 
in sympathy or familiar with the rules of the State Board of 
Health or the directors of venereal disease clinics im the state. 
It is common knowledge that recognized hospitals throughout 
the land allow only approved staff physicians to perform particu- 
lar operations or prescribe for disease. There are reasons too 
numerous to mention that impel such policy, all calculated for 
the benefit of the victims of the disease. This is a reasonable 
rule with respect to communicable diseases, which may under- 
mine a nation, for reasonableness is a relative term, depending 
on the urgency and gravity of the occasion. We are of the 
opinion, the court concluded, that persons suspected of having 
a venereal disease are not entitled to be examined by any 
physician they might choose but only by a licensed physician 
on the approved list of the state or local health officer. 

The final contention advanced by the petitioner was that the 
statement in the statute that an “examination” shall be made 
meant one and only one examination. The state board of 
health, in attempting to carry out the legislative program, pro- 
mulgated certain rules, one requiring that specimens from the 
female organs be taken at forty-eight hour intervals, in order to 
determine infectivity. While in the narrower sense an examina- 
tion is necessarily made of the person each time a specimen 1S 
obtained, said the court, in a broader sense, it with reason may 
be said that the term “an examination” as used in the statute 
presupposes and means such an examination or series of tests 
as, in the sound judgment of the State Commissioner of Health 
and his expert advisors, will obtain the results sought by the 
legislative act in question. 

The petition for a writ of habeas corpus was accordingly 
denied. Ex Parte Woodruff, 210 P. hae 191, (Okla, 1949). 
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The Association library lends periodicals to members of the Association 
and to individual subscribers in Continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1938 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied with stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 

Titles marked with an asterisk (*) are abstracted below. 


Alabama State Medical Assn. Journal, Montgomery 
19: 33-64 (Aug.) 1949 
Easy Way to Treat Diabetic Patients. E. H. Planck.—p. 33. 


Rheumatoid Spondylitis. J. O. Finney —p. 36. 
Value of Upright Pyelogram. J. U Reaves.—p. 41. 


19:65-92 (Sept.) 1949 
The Road Ahead. F. L. Chenault.—p. 65. 
Surcery of Stomach and Duodenum at St. Margaret’s Hospital, Mont- 
comery, Alabama, During 1946, 1947 and 1948. L. Hill.—p. 68. 
Eye Diseases Causing Blindness in State of Alabama. A. F. Steinmetz. 


—p. 71. 


American J. Digestive Diseases, Fort Wayne, Ind. 
16:275-312 (Aug.) 1949 


Etiology and Treatment of Chronic Ulcerative Colitis (Non-Specific). 
A. Bassler.—p. 275. 

Sulfonamide and Antibiotic Therapy in Proctology. A. J. Cantor.—p. 285. 

Evalustion of Clinical Methods in Gastro-Intestinal Disease. A. A. 
»udbloom and A. Lieberson.—p. 290. 

Status of Health of Natives of Pribilof Islands as Determined by 
Appointed MeuJical Commission. R. C. Payne and R. L. Sexton.—p. 297. 

Relationship of Amino Acids to Nutritive Value of Proteins. M. Sahyun. 
—p. 301. 


American Journal of Diseases of Children, Chicago 
78 : 295-466 (Sept.) 1949 

Reactions to Influenza Virus Vaccine in Infants and Children. J. J. 
Quillgan Jr., T. Francis Jr. and E. Minuse.—p. 295. 

Pscuoreactions to Tuberculin Patch Test. H. Vollmer.—p. 302. 

*Chorca (Sydenham): Study of Fifty-Eight Additional Patients. 
Kagan, D. Rosner and P. Rosenblum.—p. 300, 

Scarict Fever: Diagnostic Value of Dick Test, White Blood Cell Counts, 
Throat Cultures and Desquamation. R. M. Bernardin, M. A. Fyala 
and A. C, LaBoccetta.—p. 314. 

Ant:pertussis Serum (Animai). J. A. Toomey, R. R. Dew, M. Dowell 
and J. L. Bustamante.—p. 320. 

*Mumps Me phalitis With and Without Parotitis. L. Kilham. 
—p. 324. 

Cong:nital Anomalies Following Maternal Rubella. R. C. Beswick, 
R. Warner and J. Warkany.—p. 334. 

*Fibrosis of Pancreas in Infants and Children: Statistical Study of Clinical 
and Hereditary Features. C, U. Lowe, C. D. May and S. C. Reed. 
—p. 349. 

Fatal Interstitial and Mediastinal Emphysema Following Accidental 
Needle Perforations of the Trachea During Jugular Venipuncture. 
P. Goldstein.—p. 375. 

Thrombopenic Purpura in the Newborn: Review of Literature and Report 
of 6 Cases. P. F. McAlenney and J. J. Kristan.—p. 401. 

Arachnodactyly: Review of Recent Literature and Report of Case with 
Cleft Palate. L. J. Ross.—p. 417. 

wg Scarlet Fever with Human Immune Globulin. F. F. Silver. 
—p. 437. 

Sydenham’s Chorea.—Kagan and his associates observed 

m an investigation on 107 patients with Sydenham’s chorea that 

chorea with an increased erythrocyte sedimentation rate was in 

Most instances associated with active rheumatic fever. Patients 

who in the absence of cardiac failure had a normal erythrocyte 

sedimentation rate during their chorea had no symptoms or 

signs of rheumatic disease. They attempted to determine in a 

group of 58 patients with chorea whether the data collected 

from various sources under less uniform conditions would yield 
results similar to those obtained in the study oi patients in one 
hospital. The data obtained proved to be essentially similar 
to those reported from the Michael Reese Hospital. These 
observations lend further support to the concept that Syden- 
ham's chorea is not always associated with rheumatic fever and 


that, specifically, an initial episode of such chorea in a person 
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with a normal erythrocyte sedimentation rate and no other 
evidence of rheumatic fever is probably not due to rheumatic 
fever. The authors recommend that the disease in these latter 
cases be referred to as “Sydenham’s chorea of undetermined 
cause” in order to avoid the implication that the condition is due 
to rheumatic fever with all its possible sequelae. Association 
with rheumatic fever is likely in cases in which the first episode 
of chorea is accompanied with an increase in the erythrocyte 
sedimentation rate. In the absence of other rheumatic mani- 
festations, it is difficult to establish with certainty that these 
patients have rheumatic fever. Diagnosis of “chorea (Syden- 
ham) associated with rheumatic fever” should be made only 
when there is other evidence of rheumatic fever. 


Meningoencephalitis and Parotitis.—Kilham points out 
that clinical and epidemiologic observations concerning mumps 
meningoencephalitis have been confirmed by adequate laboratory 
tests only recently. In a study of 25 patients with mumps 
meningoencephalitis, 13 of them with no enlargement of the 
salivary glands, conclusions were based on a combination of 
the newer technics of serologic study and virus isolation. Menin- 
geal irritation was variously manifested by headache, nausea, 
vomiting and nuchal rigidity. A few children had convulsions 
and delirium. One significant feature was the impossibility of 
distinguishing by clinical means between the signs and symptoms 
of patients with mumps meningoencephalitis and those of others 
who had serologically negative reactions for mumps and such 
clinical diagnoses as nonparalytic poliomyelitis and lymphocytic 
meningitis. All but 5 of the 25 patients were male. The average 
duration of the illness was eight days. A few developed sequelae. 
Pleocytosis with a high percentage of lymphocytes characterized 
the spinal fluid of patients with mumps meningoencephalitis. 
All cases occurred between March and November, 1948, a year 
in which mumps was prevalent in Massachusetts. Cases of 
meningoencephalitis associated with parotitis were scattered more 
or less regular!y throughout the period; 11 of the 13 patients with 
meningoencephalitis and no parotitis were seen from mid-May 
to early September. It is suggested that enlargement of the 
salivary glands is a less frequent manifestation of mumps in 
summer than in winter. The author feels that mumps meningo- 
encephalitis, with or without parotitis, is a common form of 
lymphocytic meningoencephalitis in certain years among children 
and young adults. It can be recognized with certainty only 
through demonstration of a significant rise of specific antibodies 
when acute and convalescent phase serums are compared, unless 
mumps virus is isolated from the spinal fluid. Serologic diag- 
nosis is readily accomplished by means of a relatively simple 
antihemagglutination test. In some instances, mumps virus is 
demonstrable in the cerebrospinal fluid as late as the sixth 
day of encephalitis and occasionally from saliva in patients 
with meningoencephalitis unaccompanied with enlargement of 
salivary glands. 


Fibrosis of Pancreas in Children.—Lowe and his associates 
present a statistical analysis of the data which have been 
obtained from a study of 134 patients with fibrosis of the 
pancreas who were seen at the Infants’ and Children’s Hospital 
in Boston during the past ten years. The survey includes both 
children who had fibrosis of the pancreas alone and those who 
had maconium ileus associated with pancreatic fibrosis. It was 
possible to show that the hereditary background for fibrosis of 
the pancreas is a single mendelian recessive gene. While it was 
not possible to calculate the exact frequency of the disease, it 
was possible to show that the incidence in the general population 
up to 1 year of age is somewhere between 1 in 100 and 1 in 
10,000. Furthermore, 2 to 18 persons out of every 100 carry the 
gene for fibrosis of the pancreas in the concealed heterozygous 
condition. Those children who tended to survive longest had 
good gains in weight before the appearance of their first symp- 
tom and fair gains in weight after-vard. The commonest early 
symptom was abnormal feces, but, whether the first symptom 
was gastrointestinal, respiratory or nutritional, it seemed to bear 
little relation to the outcome of the disease. In the majority 
of the children the first symptom dated from birth. In most 
patients respiratory symptoms appeared by the fifth month. The 
majority of the children required hospitalization before 6 months 
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of age. The commonest physical finding on admission was 
wasting or a low weight. Rales in the chest were not uni- 
formly present, but in an appreciable number of children in 
whom they were absent the characteristic finding was hyper- 
resonance. Cyanosis indicated a poor prognosis. Abdominal 
distention was present in only half the patients. Anemia was 
uncommon. Roentgenograms of the bones showed osteoporosis 
and were remarkable for the absence of rickets. Pancreatic 
fibrosis could not be clearly related to the calcium, phosphorus, 
phosphatase or protein concentrations of the serum. Staphylo- 
coccus aureus was almost uniformly present in the nose and 


throat. 


American Journal of Medicine, New York 
7:153-292 (Aug.) 1949 


Intubation Studies in Intestinal Allergy. E. M. Schloss.—p. 156. 

I. Motility of Human Esophagus in Control Subjects and in Patients with 
Esophageal Disorders. P. Kramer and F. J. Ingelfinger.—p. 168. 

Il. Cardiospasm, Generalized Disorder of Esophageal Motility. P. Kramer 
and F. J. Ingelfinger.—-p. 174. 

*Treatment of Chrome Non-Specific Ulcerative Colitis with Aureomycin: 
Preliminary Report. J. A. Marks, L. T. Wright and S. Strax.—p. 180. 

"Significance of Hyperalimentation in Treatment of Chronic Idiopathic 
Ulceratiwe Colitis. T. E. Machella.—p. 191. 

Chronic Gastritis: Study of Symptoms and Gastric Secretion. J. W. 
Findley Jr., J. B. Kirsner, W. L. Palmer and T. N. Pullman.—p. 198. 
Aureomycin in Ulcerative Colitis.—The 15 patients re- 

ported by Marks, Wright and Strax represent an unselected 

series, and most of them had been under observation for long 
periods. All had been studied by roentgen ray, sigmoidoscopy, 
stool culture and examination for parasites so that the diagnosis 
of idiopathic ulcerative colitis had been defin.tely established. 
Aureomycin hydrochloride was given orally in 250 mg. capsules, 
one every eight hours. li after one or more weeks there was 
no change in the clinical course, the dose was doubled; or if in 
several weeks there was a significant improvement, the dose 
was reduced to one capsule once or twice daily. No other drugs 
were used except occasional small doses of belladonna and 
phenobarbital. A low residue, b'and diet was prescribed. Thir- 
teen of 15 patients had active colitis; the disease was in the 
quiescent phase in the other 2. All 13 patients with active 
colitis showed reduction in the number of bowel movements, and 
in 11 this reduction amounted to 50 per cent or more. Blood in 
the stools disappeared in 11 of the 13 cases. All 13 patients 
reported improvement in well-being including greater strength 

and less pa.n and tenesmus. Gain in weight was reported in 7, 

and the sigmoidoscopic appearance was improved in 7 of 12 

patients. The 2 patients with quiescent ulcerative colitis reported 

improvement in well-being, less b!ood in the, stools and gain in 
weight. Severe nausea was experienced by 3 patients but was 
controlled by aluminum hydroxide gel and reduction in dosage. 

Caution must be exercised in imputing specific value to any 

therapy in ulcerative colitis. The high degree of response to 

aureomycin presumably results from control of secondary bac- 
terial invaders. 

Hyperalimentation in Ulcerative Colitis.—In the hyper- 
alimentation treatment described by Machella the patient was 
placed on a dietary regimen that consisted of administration of 
a solution of a mixture of equal parts of an enzymatic casein 
hydrolysate and of dextrimaltose.” A measured amount of the 
mixture, sufficient for a day’s feedings and calculated on the 
basis of 20 calories per pound of pre-illness weight, was dis- 
solved in enough boiling water to yield a 15 to 25 per cent 
solution and stored in quart bottles in a refrigerator. Two 
hundred to four hundred cubic centimeters of the solution were 
ingested every two hours from 6 a. m. to 10 p. m., thus supplying 
225 to 450 Gm. of protein and 1,800 to 3,000 calories daily. In 
addition the patient received iron daily and the following vitamin 
supplements by mouth: thiamine, nicotinamide, riboflavin and 
ascorbic acid, 1 multivitamin capsule and vitamin K. Administra- 
tion of the solution was continued until clinical and sigmoid- 
oscopic improvement was observed. Then increasing amounts 
of a high caloric, high protein and low residue diet of the 
ordinary type were ingested and the hydrolysate-dextrimaltose® 
solution was correspondingly reduced. Anemic patients received 
blood transfusions. Emotional disturbances were given attention. 
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The 14 cases represent 13 patients, one of whom had a relapse, 
Some cases were acute and others chronic, but all were 
severe. Satisfactory remission was obtained in all patients. 


American Journal of Physiology, Baltimore 
158: 157-326 (Aug.) 1949. Partial Index 


Localization of Site of Action of Pulmonary Irritant, Diphosgene. J. M, 
Tobias, S. Postel, H. M. Patt and others.—p. 173. 

Secretion of Gastric Mucin in Response to Sham-Feeding and Histamine 
Stimulation. S. A. Komarov, H. Shay and H. Siplet.—p. 194. 

Effect of Intravenous Calcium Salts on Renal Excretion in Dog A, V, 
Wolf and S. M. Ball.—p. 205. 

Effect of Urea Diuresis on Renal Excretion of Electrolytes. G. H. Mudge, 
J. Foulks and A. Gilman.—p. 218. 

Capillary Permeability: Rate of Transcapillary Exchange of Chloride in 
Guinea Pig as Determined with Radiochloride. D. B. Cowie, L. B, 
Flexner and W. S. Wilde.—p. 231. 

Dynamics of Experimental Atrial Septal Defects. R. C. Little, D. F, 
Opdyke and J. G. Hawley.—p. 241. 

Metabolism of Cardiac Muscle: Utilization of C™ Labelled Pyruvate and 
Acctate in Diabetic Rat Heart and Diaphragm. O. H. Pearson, C. K. 
Hsieh, C. H. Dutoit and A. B. Hastings.—p. 261. 

Arterial Pulse Dynamics in Aortic Insufficiency. R. S. Alexander.—p, 294, 
Observations on Hepatic Venous Circulation with Special Reference to 
Sphincteric Mechanism. W. D. Thomas and H. E. Essex.—p. 303. 
Hypoprothrombinemia Due to Loss of Intestinal Lymph. J. D. Mann, 

F. D. Mann and J. L. Bollman.—p. 311. 

Reactivity of Blood Vessels in Sympathectomized Human Leg. I. D, 

Stein, K. Harpuder and J. Byer.—p. 319. 


American Journal of Psychiatry, New York 


106:161-240 (Sept.) 1949 

Physiology and Psychiatry. R. W. Gerard.—p. 161. 

Electroencephalographic Effects of Bilateral Prefrontal Lobotomy; Com 
parison of Cases With and Without Postlobotomy Seizures. S. Levin, 
M. Greenblatt, M. M. Healey and H. C. Solomon.—p. 174. 

Analysis of Mortality and Causes of Death in Mental Hospital. 
H. Josephy.—p. 185. 

Experimental Observations on So-Called Senile Changes of Intracellular 
Neurofibrils. K. Stern and K. A. C. Elliott.—p. 190. 

Comparison of Test Performances of Brain-lnjured and Brain-Diseased. 
R. M. Allen.—p. 195. 

*Psychometric Determination of Alcoholic Addiction. MM. P. Manson. 
—p. 199. 

Electric Shock Treatment Succeeded by Complete Flaccid Paralysis, 
Hallucinat.ons and Sudden Death; Case Report with Anatomical 
Findings in Central Nervous System. W. Riese and G. S. Fultz 
—p. 206. 

Personal Problems of Senior Nursing Students. A. Ellis and E. W. 
Fuller.—p. 212. 

Projective Technique with Narcosis. H. Dorken Jr. and M. M. Tunis. 
—p. 216. 

Note on Suicide Key in Minnesota Multiphasic Personality Inventory. 
W. Simon and W. M. Hales.—p. 222. 

Psychometric Determination of Alcoholic Addiction— 
This study by Manson was made (1) to construct a reliable 
psychometric instrument for the rapid identification of alcoholic 
addicts and (2) to attempt the objective recognition of the 
characteristics of alcoholic addicts for purposes of clarifying 
the psychodynamics underlying alcoholic addition. An initial 
questionnaire of 160 questions was constructed on the basis of 
observations on alcoholics in hospitals, sanitariums, military 
services and in Alcoholics Anonymous groups. The question- 
naire was given to comparable groups of alcoholics and non- 
alcoholics. On item analysis, 60 diagnostic items were selected 
for the final questionnaire, called the Alcadd Test (alcoholic 
addiction test), which was given to 123 alcoholics and 159 
nonalcoholics. The two groups were relatively comparable m 
age, intelligence and socioeconomic status. The test, simple to 
give, score and interpret, has been found useful in the identi- 
fication of the alcoholic addict. Highly significant. statistical 
differences in mean scores were found to exist when alcoholics 
were compared with social drinkers and abstainers. Significant 
differences also were found when social drinkers and abstamers 
were compared. The Alcadd Test made approximately 97 pet 
cent correct predictions of alcoholics and 94 per cent correct 
predictions of social drinkers. It predicted 100 per cent cor 
rectly for the abstainers. A subjective analysis of the 60 items 
on the Alcadd Test revealed five characteristics of the alcoholic 
addict: (a) regularity of drinking, (b) preference for drinking 
over other activities, (c) lack of controlled drinking, (d) rational- 
ization of drinking and (e) excessive emotionality. The . 
Test can be completed in less than ten minutes and scored m 
two or three minutes. The author feels that this test is valuable 


in the screening of large groups. 
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Am. J. Roentgenol. & Rad. Therapy, 
62:159-310 (Aug.) 1949 

Graduate Education in Radiology. Caldwell Lecture, 1948. B. R. 
Kirklin.—p. 159. 

Corgenital Obstructions of the Respiratory Tract: I. Tracheal Mal- 
formations. W. A. Evans Jr.—p. 167. 

Id.; 1. Brenchial Malformations. W. A. Evans Jr.—p. 177. 

Lesions of the Diaphragm. E. L. Jenkinson.—p. 185. 

*Reticulo-E»dotheliosis: Hand-Schiller-Christian Disease and the Rarer 
Maniiestations. W. S. Wallace.—p. 189. 

Nodular Pulmonary Densities Due to Scars of Multiple Pulmonary 
Infarcts. C. E. Grayson.—p. 208. ° 

‘Clinical and Roentgen Manifestations of Pneumonia Due to Bacillus 
Mucosus Capsulatus (Primary Friedlander Pneumonia). M. Ritvo and 
F. Martin.—p. 211. 

*Case of Aneurysm of Ductus Arteriosus with Postmortem Roentgenologic 
Study After Instillation of Barium Paste. J. H. Kneidel.—p. 223. 

Coccidioidal Granuloma of Bone. D. Miller and J. W. Birsner.—p. 229. 


Calcification in Intraspinal Meningiomas. G. J. Culver, J. P. Con- 
cannon and E. C. Koenig.—p. 237. 
Intracranial Calcification in E halotrigeminal Angiomatosis. J. G. 


Bielawski and M. Tatelman.—p. 247. 

Biological Effects of Roentgen Rays of Various Wavelengths. V. V. 
Brunst and E. A. Sheremetieva-Brunst.—p. 252. 

Depth Dose Data and Isodose Distributions for Radiation from 22 Mev. 
Betatron. H. E, Johns, E. K. Darby, R. N. H. Haslam and others. 


—p. 257. 

Reticuloendotheliosis.—Wallace reports 7 cases of reticulo- 
endotheliosis in 3 boys between the ages of 3 and 12 years, 1 
girl aged 4 years and 3 women between the ages of 19 and 
53. Evidence is presented that reticuloendotheliosis may assume 
an acute, fatal, nonlipoid form in iniants and young children, 
known as Letterer-Siwe disease. In older children and adu!ts 
the less acute form of the disease is characterized by lipoid 
deposit and corresponds in every respect with what has been 
described as Hand-Schiiller-Christian disease. At any stage of 
its course Hand-Schiiller-Christian disease may assume a sub- 
acute fatal character. In all 7 patients roentgen examination 
revealed more or less typical defects of the cranial bones. The 
characteristic lesions showed only osseous destruction without 
evidence of any formation of new bone. The only other common 
observations were slight eosinophilia and moderate anemia. 
There was no apparent influence of age or sex. None of the 
patients manifested decided hypercholesteremia at first admission, 
though | who died with hepatic involvement had a high cho- 
lesterol value terminally. The majority of the patients exhibited 
deflects in bones other than the skull, especially mandib!e and 
maxilla, diabetes insipidus of varying degree, gingivitis, growth 
delay and malnutrition. The less frequent observations inc!uded 
exophthalmos, jaundice, aural discharge, generalized lymphad- 
enopathy, hemorrhagic diathesis and cutaneous lesions. Necropsy 
was not performed in any of the cases, but in the 5 cases in 
which satisfactory biopsy specimens were obtained, there were 
2 positive diagnoses of Hand-Schiiller-Christian disease, 1 of 
eosinophilic granuloma and 2 perfect descriptions of reticulo- 
endotheliosis without characteristic lipoid deposit and foam cell 
formation. The bizarre and widely varied signs of reticulo- 
endotheliosis are shown to be due to largely accidental location 
of areas of reticuloendothelial proliferation. The importance of 
roentgenography of the skull in diagnosis is emphasized. Pal- 
lative irradiation therapy until the appearance of a characteristic 
spontaneous remission in the nonacute type of the disease is 
stressed. 

Primary Friedlander Pneumonia.—Ritvo and Martin re- 
port 5 cases of primary Friedlander pneumonia, in men between 
the ages of 44 and 63. Two of these died and 3 recovered. 

pneumonia caused by Klebsiella pneumoniae (Bacillus 
mucosus capsulatus, or Friedlander’s bacillus) is a relatively 
infrequent yet important type of pneumonia because of its 
Severity, the high incidence of complications and the decidedly 

‘vated mortality rate. The onset is sudden, usually starting 
with cough, sputum, hemoptysis, pleuritis, pain and a chill. The 
temperature varies from 99 to 106 F., but the patient, while 
obviously gravely ill, may have a temperature which does not 
Tse above 102 F. Early recognition of the disease and the 
Prompt institution of treatment are of the utmost importance. 

omycin was administered intramuscularly 1 Gm. every 
four hours for two days and then at six hour intervals for four 
tays to 1 patient, whose general condition began to improve 
Yn 8 few hours. This drug appears. beneficial in some cases 
Friedlander pneumonia, especially if given early in the acute 
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phase. Penicillin and the sulfonamide compounds do not appear 
to have influenced the mortality of the disease to any appre- 
ciable extent. On roentgen examination 2 patients showed 
massive lobar consolidation, 1 a lobular form of the disease and 
2 a type characterized by chronicity with pulmonary abscess 
formation and pulmonary suppuration. It is in the massive 
lobar consolidation variety of the disease that the roentgenologist 
may be of the greatest aid to the clinician, although the roentgen 
studies are also of value in the demonstration of the other types 
of Friedlander pneumonia. 

Aneurysm of Ductus Arteriosus.—Kneidel reports 1 case 
of aneurysm of the ductus arteriosus observed post mortem 
in a premature infant 3 weeks of age. Aneurysm of the ductus 
arteriosus is a rare condition, with only 31 cases, including the 
author’s case, reported. Examination of the thoracic cavity 
revealed a tumor of firm consistency located between the pul- 
monary artery and the aorta in the region normally occupied 
by the ductus arteriosus. This tumor measured 18 mm. in 
length and 14 mm. in width. Palpation revealed the tumor to 
be fiiled with clotted blood. With probing it was obvious that 
the tumor was an aneurysm of the ductus arteriosus. Post- 
mortem roentgenograms, taken after the heart had been injected 
with a thick barium paste, showei that the aneurysm had not 
enlarged or extended posteriorly, but instead had gone anterior 
to the trachea and the left bronchus. This is the only feature 
of the present case which is not in accordance with the diag- 
nostic criteria laid down by Mackler and Graham, in whose 
cases the aneurysm was always posterior to the trachea, dis- 
placing that structure anteriorly and to the right. Possibly the 
anterior extension of the aneurysm in the author's case was due 
to the origin of the ductus arteriosus from the pulmonary 
artery proper rather than from the left pulmonary artery. 
Aneurysm of the ductus arteriosus is of importance to the 
roentgenologist and the thoracic surgeon as one type of medias- 
tinal tumor. The attempted removal of such a tumor could 
result in uncontrollable hemorrhage, and it would be well for 
a thoracic surgeon to be aware of the potentialities of such a 
complication. 


Am. J. Syphilis, Gonorrhea and Ven. Dis., St. Louis 


33:409-508 (Sept.) 1949 

Studies on Cultivation of Treponema Pallidum. R. A. Boak, M. L. 
Fawcett and C. M. Carpenter.—p. 409. 

Studies on Effect of Aureomycin on Treponema Pallidum. R. H. Wiggall, 
H. E. C. Zheutlin, E. R. Trice and others.—p. 416. 

Speculat.ons on Role of Spreading Factor (Hyaluronidase) in Experi- 
mental and Human Syphilis. V. Scott.—p. 424. 

*Abort.ve Treatment of Syphilis: Results Ubtained in Incubation, Primary, 
and Secondary Stages of Syphilis. L. J. Alexander, A. G. Schoch and 
W. B. Mantooth.—p. 429. 

*Delayed Administration of Oral Penicillin as Prophylaxis for Gonorrhea. 
V. W. H. Campbell, W. J. Dougherty and C. E. Curtis.—p. 437. 

Syphilitic Paroxysmal Cold Hemoglobinuria of Forty-One Years’ Duration 
Associated with Syphilitic Heart Disease. A. S. Glushien.—p. 444. 

Penicillin Treatment of Paroxysmal Cold Hemoglobinuria. R. H. Wiggall. 
—p. 450. 

Validity of Withholding Treatment in Presence of Dattner-Thomas 
Fo:mula in the Spinal Fluid. S. F. Horne.—p. 454. 

In Vitro Antibiotic Effects on Hemophilus Ducreyi. D. G. Wetherbee, 
M. A. Henke, R. I. Anderson and others.—p. 462. 

Lymphogranuloma Venereum in Childhood. R. G. Thompson and E. L. 
Higgins.—p. 473. 

Advanced Banti’s Syndrome Associated with Syphilis: Review and 
Report of Failure of Penicillin Therapy in Two Cases. G. W. Ham- 
brick Jr. and D. C. Smith.—p. 476. 

Syphilis of . Stomach a the Stomach in Syphilis: Review of Litera- 
ture with Particular Reference to Gross Pathology and Gastroscopic 
Diagnosis. E. D. Palmer.—p. 481. 


Abortive Treatment of Syphilis.—Alexander and co- 
workers treated 148 persons who had been in contact with 
patients with dark field positive primary and secondary syphilis 
by the abortive treatment schedule which consisted of 900,000 
units of calcium penicillin in oil and becswax, 3 cc. of bismuth 
ethylcamphorate and 0.05 to 0.05 Gm. of oxophenarsine hydro- 
chloride. An additional 108 persons who had been in contact 
with patients with dark field positive primary and secondary 
syphilis were given modified abortive treatment, which con- 
sisted of 900,000 units of calcium penicillin in oil and beeswax 
and 3 cc. of bismuth ethylcamphorate. Of the total of 256 
persons who had been recently exposed to infectious syphilis 
and treated during the incubation stage, 13 subsequently showed 
evidence of early syphilis. One person showed such evidence a - 
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second time. All clinical and epidemiologic evidence and the 
response which these 13 patients (fourteen infections) showed 
to retreatment with the abortive treatment formula, supports 
the diagnosis of reinfection. One hundred persons of a control 
group of 161 who were in contact with patients with dark field 
positive primary and secondary syphilis, but who were not 
given abortive treatment, acquired early syphilis. The incidence 
of syphilis following exposure to primary syphilis was the same 
as that following exposure to secondary syphilis. Eight persons 
who were exposed to infectious syphilis a second time and 
retreated were protected a second time. Twenty-nine persons 
who received abortive treatment because of exposure to infectious 
syphilis subsequently acquired gonorrhea. They were given 
modified abortive treatment in order to prevent syphilis in case 
there had been exposure to syphilis at the time they acquired 
gonorrhea. One of these patients acquired syphilis after reex- 
posure to dark field positive primary syphilis seven weeks after 
receiving treatment for gonorrhea. Of the patients who returned 
one week after receiving abortive treatment, 10.2 per cent 
showed a “provocative effect,” that is, a change in the serologic 
reactions from negative at the time of the abortive treatment 
to doubtful or positive a few days later. None of these patients 
has subsequently shown evidence of syphilis. Preliminary results 
in patients with primary and secondary syphilis who were treated 
by the abortive treatment schedule were good. The experience 
reported clearly indicates that abortive treatment administered 
during the incubation stage affords almost 100 per cent protec- 
tion. Oxophenarsine hydrochloride proved to be unnecessary 
in the abortive treatment schedule. 

Delayed Oral Penicillin for Gonorrhea.—Campbell and 
co-workers administered 200,000 units of sodium penicillin G 
orally to 1,059 navy men and a placebo to 1,021 navy men on 
the morning following liberty. This provided a minimum elapsed 
interval from sexual exposure to oral penicillin prophylaxis of 
approximately eight hours and an average interval of fifteen 
hours. Each man was entered in the study only if evidence 
existed that he received both station prophylaxis and a tablet 
(oral) after each liberty in which recorded exposure occurred. 
In the control group only those men were included who received 
station prophylaxis on every liberty for which exposure was 
recorded. Participation by the men was entirely voluntary. 
Results showed that the incidence of gonorrhea in the control 
group was 11.6 per 1,000 liberties and 4.7 per 1,000 liberties in 
the group receiving 200,000 units of oral penicillin. The oral 
use of penicillin reduced by over one-half the gonorrheal attacks 
in this selected group of naval personnel. It is recommended 
that the dosage of penicillin be increased in future studies or 
that the time interval from sexual exposure to oral administra- 
tion be decreased. The evaluation of the effectiveness of ora'ly 
administered penicillin in the prophylaxis of gonorrhea is 
dependent on precise measurement of a large number of vari- 
ables, which is most difficult in a voluntary study. The true 
value of penicillin in the prophylaxis of venereal disease will be 
more readily demonstrated when it is utilized as the sole agent. 


Annals of Internal Medicine, Lancaster, Pa. 
31:207-388 (Aug.) 1949 


Emotional Factors in Organic Disease. W. C. Menninger.—p. 207. 

Pulmonary Disease Manifestations of Ankylosing Spondylarthritis. K. A. 
Hamilton.—p. 216. 

*Xiphosternal Crunch: Analysis of 106 Cases Among 3,224 Army 
Separatees. L. Schwab, G. L. Smiley and W. P. Meyn.—p. 228. 

Typhoid and Paratyphoid Fever in Immunized Subjects. A. H. Rosen- 
blum.—p. 235. 

Prolapsed Gastrie Mucosa: Possible Cause of “Gastric” Symptoms in 
Right Heart Failure. M. Melamed and A. Melamed.—p. 245. 

Aerosol Penicillin in Allergic Patients with Respiratory Infections. M. A. 
Green.—p. 260. 

Nitrogen Balance Studies in Chronic Peptic Ulcer Disease. T. S. Sap- 
pington and H. L. Bockus.—p. 271. 

*Nitrogen Metabolism in Chronic Idiopathic Ulcerative Colitis and Its 
Therapeutic Significance. T. S. Sappington and H. L. Bockus.—p. 282. 

*The Shoulder-Hand Syndrome: Complication of Coronary Artery Disease. 
A. W. Hilker.—p. 303. 

Recent Advances in Pathogenesis and Treatment of Essential Hyperten- 
sion. G. E. Wakerlin.—p. 312. 


Xiphosternal Crunch.—Schwab and associates investigated 
a peculiar heart sound heard in the tricuspid area in normal 
persons, which Solis-Cohen had designated as the xiphosternal 
crunch. The criterion for designating the sound as a xiphosternal 
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crunch was a systolic sound of a crunching or spitting nature 
heard best at a point immediately to the left and above the 
xiphoid process, in the absence of signs of organic heart disease. 
The first heart sound in this area is harsher and less muffled 
than the corresponding sound at the apex. This quality is 
similar to the least audible xiphosternal crunches, and a clear 
distinction is often impossible. The authors have included only 
those sounds meeting the foregoing criterion that were con- 
sidered to be unquestionably adventitious. The incidence of 
xiphosternal crunch among 3,224 Army separatees was found 
to be 3.3 per cent. In 58 per cent the quality of the sound is 
suggested by the word “crunching”; in 39 per cent by the word 
“spitting.” These two types of sounds are probably variations 
of a single phenomenon. Suggestions previously offered as to 
the cause of this unusual sound include fibrous patches on the 
pericardium, air bubbles in the mediastinum, compression of 
the lung by the heart thrust, movement of the xiphoid process 
and movement of the xiphoid process with the cardiac impulse. 
All these are open to criticism. The authors regard as more 
consistent with facts an explanation that the sound is produced 
by the cardiac thrust against the chest wall, leading to move- 
ment of the left seventh costal cartilage at the point of its 
articulation with the sternum and xiphoid process. The follow- 
ing arguments support this explanation: 1. The sound is usually 
heard in its greatest intensity at a point directly over this 
articulation. 2. Funnel chest, which commonly concurs with 
the xiphosternal crunch, causes an abnormal angle between 
costal cartilages and the sternum. 3. The maximal cardiac 
impulse is directed against the fifth, sixth and seventh ribs. Of 
these three, the seventh sternochondral articulation is the one 
most open to variation, since it includes the cartilage, sternum 
and xiphoid. A “loose” articulation would be more apt to 
occur at this point than at the other two. 4. This explanation 
is consistent with the previous observation of Solis-Cohen that 
the sound is diminished or absent when the subject is in the 
recumbent position and increased when the subject leans forward. 
These positions decrease and increase, respectively, the cardiac 
thrust against the chest wall, which would be expected to alter 
any movement at the seventh sternochondral articulation. 

Nitrogen Metabolism in Ulcerative Colitis.—Sapy ington 
and Bockus investigated the protein requirement of 5 patients 
with ulcerative colitis by means of nitrogen balance determina- 
tion together with measurement of the serum proteins, blood 
urea, red blood cell count and hematocrit. All 5 patients were 
found to have protein deficiencies as determined by nitrogen 
balance study, although 3 presented no signs of undernutrition 
on physical examination. Positive nitrogen balance could be 
achieved and maintained by giving diets moderately high in 
protein with or without the parenteral administration of protein 
hydrolysates or blood. It was believed that parenterally admin- 
istered protein hydrolysate was relatively well utilized by these 
patients, although this was difficult to prove under clinical con 
ditions. The hydrolysate was probably not as beneficial as an 
equivalent amount of protein given orally but was advantageous 
when used to supplement a high oral intake of protein. No 
patient improved unless positive nitrogen balance had been 
achieved and maintained. In 4 instances positive nitrogen balance 
preceded clinical signs of improvement by several weeks. Fol- 
low-up studies on 2 of these patients indicated that high protein 
feeding for several months may be necessary to correct the 
protein deficit. It is not claimed that chronic idiopathic ulcerative 
colitis is primarily a manifestation of protein deficiency, and no 
attempt has been made to compare the therapeutic efficiency 
of high protein administration with the other generally accepted 
forms of treatment (chemotherapy, psychotherapy and anti- 
biotics). It is probable that all these measures may be important 
in bringing about a remission. 

Shoulder-Hand Syndrome in Coronary Disease.—Hilker 
says that in recent years Sudeck’s atrophy, causalgia or reflex 
dystrophy of an extremity involving a shoulder and hand has 
been noted as resulting from causes other than trauma, my 
cardial infarction being a rather frequent cause. He has observed 
11 cases of the post-coronary shoulder-hand syndrome during 
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the past two years. This complication usually makes its appear- 
ance between three and twelve weeks following a myocardial 
infarction. Patients with angina pectoris manifest the syndrome 
only if there is evidence of myocardial insufficiency. It may occur 
with severe coronary artery disease without clinical evidence of 
an infarction, but it usually manifests itself more definitely fol- 
lowing an occlusion. Either the left or right arm, or both, may 
become involved. Occasionally one shoulder and both hands, or 
both shoulders and one hand are affected. At the onset the 
hand becomes swollen, painful, tender and stiff, with various 
shades of discoloration ranging from red to blue. The skin of 
the fingers loses its normal wrinkles, and movement is limited 
and painful. A patient may recover completely, or he may go 
into a second stage in which the swelling disappears but the 
pain and stiffness are persistent and progressive and movement 
becomes further limited. The hand usually becomes colder, the 
skin becomes thin, the muscles atrophy and the tendons are 
thickened and tender. Roentgenologic examination shows trophic 
changes of the metacarpals. If the shoulder is involved there 
is a burning, painful joint, with limitation of motion and 
roentgen evidence of trophic changes of the end of the humerus. 
Even at this stage the pathologic changes may be partly rever- 
sib'c. The end result, or third stage, is a claw hand, which is 
cold, hard, stiff, contracted and immobile. The hand at this 
stave is similar to that seen in reflex dystrophy following a 
severe injury, and the osseous changes resemble those of 
Sudeck’s atrophy. In 2 of the author’s 11 patients the shoulder- 
hand syndrome developed without evidence of acute myocardial 
infarction, but both had angina with effort and evidence of left- 
side heart failure. The 9 remaining patients all had severe myo- 
cardial infarction. Those patients who regained good myocardial 
function tended to reverse the shoulder-hand syndrome. In 2 of 
the 9 patients there developed the trophic changes described 
as the third stage. Hilker regards recent neurophysiologic 
concepts as a possible explanation of this syndrome. 


Archives of Internal Medicine, Chicago 
$4: 199-360 (Aug.) 1949 


Gastroscopiec and Histelogic Appearance of Gastric Mucosa Before and 
Atter Vagotomy for Peptic Ulcer. J. B. Kirsner, E. M. Humphreys, 
|. R. Dragstedt and W. L. Palmer.—p. 199. 

*Hysterical Type of Nongaseous Abdominal Bloating. W. C. Alvarez. 


Me cal Aspects of Submarine Warfare: Human Factor as Reflected in 
War Patrol Reports. 1. F. Duff.—p. 246. 

*Traumatic Coronary Thrombosis with Myocardial Infarction: Post- 
mortem Study. H. Levy.—p. 261. 

Chronic Nonleukemic Myelosis: Report of Six Cases. C. Merskey.—p. 277. 

ae Se Colitis and Carcinoma. J. Felsen and W. Wolarsky. 

Rervivel After Recent Myocardial Infarction. L. N. Katz, G. Y. Mills 
and F. Cisneros.—p. 305. 

Gastroenterology: Review of Literature from July 1947 to July 1948. 
J. B. Kirsner, W. L. Palmer, W. E. Rickeits and others.—p. 321. 
Nongaseous Abdominal Bloating.—Alvarez reviews obser- 

vations on 92 patients with a neurotic or hysterical type of 

nonflatulent bloating. The syndrome is similar to that described 
in the past under the terms “phantom tumor,” “pseudoileus” or 

“accordion abdomen.” The essential point is that the bloating 

is due not to any excess of gas in the digestive tract but 

apparently to a contraction of the muscles lining the back and 
the mpper end of the abdominal cavity. Sometimes there may 
be a re‘axation of the muscles of the anterior abdominal wall. 

Commonly the swelling increases gradually during the afternoon 

and decreases at night, without the passage of gas. Roentgeno- 

grams made of the bloated abdomen show no excess of gas, 
and exploratory operations never reveal any physical cause. There 
were in this group 85 women and 7 men. Almost all were 
nervous, unhappy, neurotic or psychopathic. Many were relatives 
of msane persons or of persons with epilepsy, migraine or 
diabetes, Most patients had good digestion between spells and 
Sometimes even while bloated. The abdomen became flat a few 
seconds or minutes after the induction of anesthesia, the 
blocking of the splanchnic nerves with procaine hydrochloride, 
the o1set of vomiting, injection of morphine, or the doubling 
up of the patient so as to alleviate the lordosis. Most patients 
lost much or all of the bloated appearance when they lay down, 
especially if the thighs were flexed on the abdomen. In some 
cases, only part of the abdomen was bloated. Some persons had 
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pain, and others did not. The nervous “storm” which produced 
the contraction of the abdominal muscles appeared to quiet the 
bowel, and in some cases the attack terminated shortly after a 
gurgle was heard in the abdomen. In many cases, an overly 
irritable digestive tract appeared to serve as a trigger zone, 
from which the bloating could be started. In such cases, a 
drink of water, defecation or the taking of an enema could 
start a spell. Bloating often began after excitement, annoyance, 
fright or fatigue. Large meals also tended to cause bloating. 
Morphine will sometimes stop distress and flatten the abdomen, 
but there is danger of addiction. A suppository of pentobarbital 
sodium or an intramuscular injection of amobarbital sodium 
may quiet the symptoms. The prognosis for recovery is poor, 
but some patients recover when life becomes easier or happier. 
No exploratory operation should be performed. If exploratory 
operation is proposed during an acute attack and the swelling 
goes down during anesthetization, the diagnosis of functional 
bloating is made and the operation should not be performed. A 
review of the literature shows that nervous bloating has been 
observed for over a hundred years. 


Traumatic Coronary Thrombosis with Myocardial 
Infarction.—Direct damage to the coronary artery by blunt 
injury has rarely been reported. Levy reports a woman, aged 
49, who had been treated for high blood pressure. She was 
thrown forcibly in an automobile accident against the back of the 
front seat, resulting in a contusion of the anterior wall of 
the chest. She experienced a squeezing pain in the left side of the 
chest and some difficulty in catching her breath. She later 
described this as a sensation of “two bones being squeezed 
together.” She was brought to the Mount Sinai Hospital eight 
hours after the accident. A large ecchymosis occupied the left 
anterior wall of the chest, close to the sternum. An electro- 
cardiogram made the following day revealed changes typical of 
acute coronary thrombosis with myocardial infarction of the 
anterior wall of the left ventricle. The pain experienced imme- 
diately after the accident persisted in variable degree for two 
days. She was free from pain on the third day. She had a 
convulsive seizure and apnea on the thirteenth day. Artificial 
respiration and intracardiac drug therapy were of no avail in 
restoring cardiac function. Necropsy revealed a large myocardial 
infarct involving the anterior half of the interventricular septum, 
the lower half of the anterior wall and the entire apex. These 
areas showed widespread confluent necrosis surrounded by red 
zones. The left anterior descending artery was completely 
occluded by red and gray adherent material. The data presented 
leave little doubt as to the role of blunt injury to the chest in 
producing the lesion described. 


Survival After Recent Myocardial Infarction.—Katz 
and his associates report the results of analysis of 507 cases of 
recent myocardial infarction. About one fourth of the patients 
were dead at the end of two months; about one half at the 
end of a year, about two thirds at the end of the third year 
and about four fifths at the end of five years. The cause of 
death among the 8&2 patients who died after the first two months 
was unknown in 30. Of the remaining 52, 10 died of heart 
failure, 3 of pulmonary embolism, 34 of a new myocardial 
infarct and 5 of miscellaneous causes. A new infarct is 
hazardous, and, while it may occur at any time during the 
five year period, it is most frequent in the first year of the illness. 
Hypertension was of unquestionable significance in the long 
term mortality. The presence of angina pectoris at the 
time of admission had no deleterious effect on the immediate 
mortality in the first two months, but the average duration of 
life of those who died after two months was somewhat shortened. 
Heart failure affects unfavorably the immediate and long term 
prognosis. The presence of diabetes mellitus increased the 
mortality rate in the first two months. The long term mortality 
rate was not greatly altered. When low voltage, sinus tachy- 
cardia, heart block or ectopic rhythm was indicated on the 
electrocardiogram on admission the mortality rate in the first 
two months was definitely increased, but the mortality after the 
first two months was not significantly altered. Older patients 
were more adversely affected than the younger ones. The 
mortality rate increased with each succeeding decade. The 
immediate mortality rate was greater in women than in men, 
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but was less for women after the first two months. The over-all 
mortality rate was higher for women than for men. Although 
the mortality rate in the first two months was little affected by 
the location of the infarct, it was definitely less after the first 
two months for infarcts on the lateral wall than for those on the 
anterior or the posterior wall. The mortality rate was greater 
for the whole group when the electrocardiogram was classitied 
as an atypical coronary pattern, 


Archives of Neurology and Psychiatry, Chicago 
62:255-382 (Sept.) 1949 


*Electroencephalography in Differential Diagnosis of Supratentorial 
Tumors. J. Kershman, A. Conde and W. C. Gibson.—p. 255. 
Temperature of Skeletal Muscle in Cerebral Hemiplegia and Paralysis 


Agitans. H. H. Pennes.—p. 269. 
Use of Potassium in Protracted Insulin Coma: Preliminary Report. 


W. Stark and S. E. Barrera.—p. 280. 
Possible Psychologic Complication and Contraindication to Electric Shock 
Therapy Modified with Curare: Report of Case. H. D. Lederer and 


H. E. Sprang.—p. 287. 
*Electroencephalographic Studies in Spinal Cord Disease. L. |. Kaplan 
293 


and E. Stearns p. 
Muscular Atrophy and Pseudologia Fantastica Associated with Islet Cell 


Adenoma of Pancreas. T. Lidz, J. M. Miller, P. Padget and A. F. A. 


Stedem.—p. 304. 
Metastatic Mycotic Abscesses of Brain. W. McK. Craig and E. M. 


Gat-s.—p. 314, 
Medulloblastoma of Cerebellum. I. Lampe and R. S. MacIntyre.—p. 322. 
Syndrome of Sensorimetor Induction in Disturbed Equilibrium. L. Hal- 


pern.—p. 330 

Electroencephalography in Supratentorial Tumors.— 
Kershman and his associates present a detailed analysis of the 
clinical data, roentgenograms, observations at operation, patho- 
logic material and electroencephalograms of 100 patients with 
supratentorial tumors. The following electroencephalographic 
abnormalities help to differentiate the commonest supratentorial 
tumors: A glioblastoma multiforme should be suspected if there 
is a considerable amount of less than 1 to 2 per second and 2 to 3 
per second focal activity, focal rhythmic discharges at less than 
12 per second, little or no focal sharp waves or spikes and few 
superficial phase reversa!s. A men.ngeal tumor is suggested by the 
presence of a moderate amount of less than | to 3 per second focal 
activity, spread of the abnormality to the opposite side and focal 
sharp waves despite the absence of a clinical history of epilepsy ; 
the presence of the latter without focal sharp or spike activity 
is also suggestive. An astrocytoma is indicated by the presence 
of a considerable amount of sharp and spike focal activity 
accompanying a history of clin.cal epilepsy, many superficial phase 
reversals and relative infrequency of less than | to 3 per second 
focal activity. Four to 7 per second focal activity is the com- 
monest abnormality in all types of brain tumors and may result 
from local pressure on cortical cells, metabolic changes in these 
cells or interference with subcortical neuronal pathways. Acute 
and severe degeneration of cortical cells, either by direct pressure 
or as the result of changes in the vascular supply, causes the 
production of less than 1} to 3 per second focal waves. Bilaterally 
synchronous 5 to 6 per second waves were the commonest 
feature of tumors in and around the third ventricle. A quiet 
area may be misleading in the localization of an intracranial 
neoplasm. Regardless of type, 77 per cent of these supratentorial 
tumors were correctly localized by the electroencephalogram ; 20 
per cent were poorly localized, and 3 per cent were localized to 
the wrong side, in each instance owing to the existence of a 
quiet area. 

Electroencephalographic Studies in Spinal Cord Dis- 
ease.—Kaplan and Stearns selected 15 patients with clinical 
and laboratory evidence of spinal cord disease for electroen- 
cephalographic studies. The series included 9 men and 6 women, 
varying in ages from 17 to 73, with every decade represented. 
There was no personal or family history of epilepsy or related 
disorders. The lesion of the spinal cord was visualized and 
proved surgically in 10. Four had rather typical clinical indica- 
tions of spinal cord disease, while the remaining patient 
presented an unproved diagnostic problem, many of the signs 
and symptoms pointing to a lesion of the cervical portion of 
the cord. A Grass six-channel apparatus was employed for the 
electroencephalographic study. None of the patients presented 
a normal electroencephalogram. The striking feature of the 
abnormalities, which in most of the cases were moderate in 
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degree, was the paroxysmal quality of the records and the 
frequent localization of these abnormalities to the central, 
sagittal and precentral regions. Although these abnormalities 
are not easily explained, recent work suggests that antidromic 
volleys in the pyramidal tracts may be a factor. Recognition 
of these abnormal electroencephalograms is important clinically 
in distinguishing between spinal cord disease and parasagittal 
intracranial lesions in the causation of ill defined partial 


paraplegias. 


Archives of Ophthalmology, Chicago 
42:119-224 (Aug.) 1949 
*Heredity and Retinoblastoma. A. B. Reese.—p. 119. 
*Continuous Intravenous Injection of Typhoid Vaccine in Treatment of 
Certain Ophthalmic Diseases. J. J. Curry and E. A. Shaw.—p. 123. 
Minimal Defects in Visuai Field Studies. M. Chamlin.—p. 126. 
Mechanism of Corneal Wound Healing: I. Cells Involved in Corneal 
Growth and Repair. R. S. Hoffman and P. E. Messier.—p. 140. 
Id.: 11. Behavior of Recipient and Donor Cells. P. E. Messier and 


R. S. Hoffman.—p. 148. 
Circular Corneal Transplants: Surgical Technic; Instruments and Sutures; 
Comparison with Use of Sqtare Transplants. F.C. Stansbury.—p. 155. 
Atropay of Optic Nerve in Tabes and Dementia Paralytica. J. Iger- 


shcimer.—p. 170. 
Surgical Treatment of Concomitant Divergent Strabismus. O. S. Lee 


and C. S. O'Brien.—p. 178. 
Corneal Vascularizat.on in Gray Norway Rat. I. H. Leopold, E. Yeakel 


and L. L. Calkins.—p. 185. 

Heredity and Retinoblastoma.—Reese points out two ques- 
tions of genetic interest in re.ation to retinub.astoma that the 
ophthalmo.og:st is irequently asked. First, when retinob astoma 
has occurred in one child of healthy parents, what is the likeli- 
hood that further siblings will be afiected? Second, is it 
advisable for the adult survivor of retinob'astoma to have 
children? The author investigated 171 consecutive cases of 
retinoblastoma and received data on 91 cases. Eighty-six cases 
were sporadic (cases in which both parents were heaithy) and 
5 cases were collateral (the patients were the progeny of parents 
one of whom was a retinob.astoma survivor). Analyzing the 
incidence of retinob’astoma in the siblings of these 80 sporadic 
cases and in several other series of sporadic cases cul.ected 
from the literature, the author finds that the likelihood that a 
second sibling will be affected is less than 4 per cent, and is 
probab‘y nearer | per cent. The author does not hestitate, there- 
fore, to advise healthy parents who have had one child with 
retinob.astoma to have more children. Regarding collateral 
cases the author says that no statistical analysis has been made 


_of any appreciable number. However, investigating the 5 cases 
‘in his own material in which patients survived retinoblastoma | 


and then had children of their own, he finds that of a total of 
8 children 7 had bilateral retinob’'astoma. He concludes that 
whereas there is no contraindication to healthy parents who 
have had one child with retinob.astoma having more children, 
a survivor of ret.noblastoma should not have children. 
Typhoid Vaccine in Ophthalmic Diseases.—Curry and 
Shaw point out that a singie, rapid intravenous injection of 
typhoid vaccine may cause an unpredictable febrile reaction. 
Typhoid therapy is frequently withheld from elderly patients 
or persons with heart disease because of the risk entaied im a 
severe reaction. Solomon and Somkin in 1942 introduced the 
method of controlled hyperpyrexia by the continuous intravenous 
administration of typhoid vaccine. It occurred to the authors 
that this method might be applied to certain ophthalmic diseases. 
One cubic centimeter of typhoid vaccine in a concentration of 
1,000,000,000 killed organisms per cubic centimeter was sus- 
pended in 1 liter of sterile isotonic sodium chloride solution 
U. S. P. A 21 gage intravenous needle was inserted in the 
antecubital vein, and the mixture was allowed to flow at 4 
rate of 20 to 30 drops per minute. Rectal temperatures were 
recorded at fifteen minute intervals. If the temperature did not 
begin to rise in thirty to forty-five minutes, the rate of flow was 
doubled. If the rise in the temperature was rapid, the rate of 
flow was decreased. The degree of fever desired varied from 
case to case, depending on the condition under treatment and 
the physical condition of the patient. A total of 17 patients 
with ophthalmic disease, including nonspecific iritis, syphilitic 
keratitis and suspected sympathetic ophthalmia, were treated by 
the continuous intravenous administration of typhoid vaccine, 
with gratifying results in every case. 
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Archives of Otolaryngology, Chicago 
48:507-636 (Nov.) 1948 


Treatment of Chronic Sinusitis with Penicillin. A. Z. Faier.—p. 507. 
Voice Keeducation. W. A. C. Zerffi.—p. 521. 
Gamma Globulin in Relation to Infections of Respiratory Tract: Experi- 


mental Study of Local Use of Gamma Globulin in Treatment of Com- 


mon Cold. W. J. Hitschler, F. L. Rutberg and J. Stokes Jr.—p. 527. 
Plastic Surgery of Septum in Conjunction with Rhino-Osteoplasty. E. S. 


Lamont.—p. 53 
Bronchogenic Carcinoma: Review of 360 Cases, from 1937 to 1946. 


M. M. Kulvin.—p. 552. 

Paranasal Sinuses. S. Salinger.—p. 564. 

Intracranial Complications in Otolaryngology. J. R. Lindsay and H. F. 
Schuknecht.—p. 597. 

Ottis Media and Complications. B. R. Dysart.—p. 609. 

Tumors of Nose and Throat: Review of Literature. G. B. New and 


K. D. Devine.—p. 622. 


Archives of Surgery, Chicago 
59:185-372 (Aug.) 1949 


Surgical Implications of Acute Pancreatitis: Analysis of 85 Cases. 
J. G. Probsteir, S. H. Gray, L. A. Sachar and W. J. Rindskopf. 


—p. 189. 

Effect of Gastrectomy and Diversion of Duodenal Secretions into the 
Term nal Portion of the leum on Development of Ulcer. J. V. Oliver. 
—p. 199. 

*Effects of Vagotomy in the Rat. H. Shay, S. A. Komarov and M. Gruen- 


stein.—p. 210. 
© nalts an Unusual Complica'ion of Ulcerative Colitis: Report of 

Case. A. Bassler and A. G. Peters.—p. 227. 

Neurofibromatosis and Pseudoa:throsis: Report of Case. J. E. Jacobs, 
P. Kimmeistiel and K. R. Thompson Jr.—p. 232. 

Experimental Injury of the Common Bile Duct. J. R. Hilsabeck and 
F. C. Hill—p. 240. 

Intussuscept.on Due to Familial Adenoma of the Small Intestine. 
C. Wilhams and C. Williams Jr.—p. 250. 

“Effort Thrombosis of Axillary ard Subclaviam Veins: Analysis of 16 
Personal Cases and 56 Cases Collected from the Literature. L. J. 
Kle:nsasser.—p. 258. 

Effects and Fate of Blood Transfusions in Normal Dogs. R. Seavers and 
P. B. Price.—p. 275. 

Spontaneous Rupture of Diseased Spleen. E. H. Ellison.—p. 289. 

*System.c Administration of Heparin and Dicumarol® for Postoperative 
Adhesions: Experimental Study. M. M. Davidson.—p. 300. 

Effect of Oxidized Celluose in Protection of Suture Line in Intestinal 
Anastomoses in Dogs. G. 1. Uhrich.—p. 326. 

Increase of Serum Lipase in Experimentally Induced Appendical Peri- 
tomtis. P. Nemir Jr., H. W. Hawthorne and B. L. Lecrone.—p. 337. 
Sarcoma of the Esophagus: Report of Successful Resection of Fibro- 

sarcoma. D. E. Clark.—p. 348. 

New Acvances in Seamless Prosthetic Hands. C. D. Clarke and F. Wein- 
berg.—p. 355. 

Effects of Vagotomy in the Rat.—Shay and his co- 
workers consider rats particularly suitable for investigations 
on vagotomy for peptic ulcer, since they are widely used in 
nutrition studies and their stomach has been shown to be 
subject to true peptic ulceration. The authors studied gastric 
secretion, motility and nutrition on more than 200 vagotomized 
rats. Resection of more than 1 cm. from each vagal trunk was 
performed below the diaphragm through a left subcostal incision ; 
the upper limit of this resection extended into the thoracic 
cavity for 5 to 10 mm., since the nerves were pulled aborally 
during the operation. Acute unilateral vagotomy decreased 
secretion to about one third of normal. Studies on the remote 
effects of vagotomy were complicated by the fact that none of 
the vagotomized rats survived more than a week when main- 
tained on a diet of purina checkers.* The primary cause of 
death in these animals was the inadequate digestion of this diet 
and the failure of the stomach to evacuate its contents. Survival 
Was significantly prolonged by the addition of choline hydro- 
chloride to the drinking water (50 to 100 mg. a day per 
hundred grams of body weight). Yet the animals treated with 
choline remained in poor condition. Only the use of predigested 
proteins as a source of nitrogen helped the animals survive as 
long as seventeen weeks. In the bilaterally vagotomized animals 
the interdigestive phase of gastric secretion was greatly dimin- 
ished and sham feeding failed to produce any stimulation. Thus 
the interdigestive phase of gastric secretion in the rat should 
be considered mainly a “cephalic phase.” Gastric motility, after 
vagotomy, was insufficient to evacuate solids from the stomach. 
Hair accumulated in tightly packed balls in the antrum, so 
rer surgical removal became necessary. At biopsy or necropsy 

esophagus was always greatly distended below the lung 
root, The cardia had the appearance of a fixed incomplete 
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closure. The digestion and absorption of fat and the storage 
of glycogen by the liver were not noticeably affected by 
vagotomy. 

Systemic Administration of Heparin and Dicumarol® 
for Postoperative Adhesions.—Davidson subjected 37 dogs 
to one hundred and eight procedures in an attempt to control 
postoperative adhesions by transperitoneal or intraperitoneal 
operations. He observed that early ambulation, careful peri- 
tonealization of raw surfaces, eversion of peritoneum by inter- 
rupted sutures in closures, avoidance of compressing wound 
dressings, pneumoperitoneum and infusions of slowly absorbed 
solutions, such as gelatin, were all partly effective in reducing 
the incidence of visceroparietal adhesions, despite the fact that 
viscerovisceral adhiscence recurred 100 per cent and more. To 
combat this, infusions of heparin in isotonic sodium chloride 
solution, in 20 per cent gelatin and in Pitkin’s menstruum were 
emp!oyed, and a reduction of 50 to 75 per cent was obtained. In 
these experiments best results were secured with 20 per cent 
ge.atin as a vehicle. The chief complication was intraperitoneal 
b-ceding, but this was largely self compensatory by absorption, 
the hemoglobin content returning to within 10 per cent of 
normal by the fourth day postoperatively. The least amount 
of bleeding occurred when ge atin was used as a menstruum. 
Heparin and dicumarol® were given systemically alone and in 
combination in sixty-four experimental procedures, divided into 
four groups. In these cases areas of serosa were not only 
abraded but also denuded. In the first group heparin was given 
in Pitk.n’s vehicle; in group 2, heparin in 20 per cent ge.atin; 
in group 3, dicumarol® orally; and in group 4 dicumarol® orally 
and heparin in Pitk.n’s base subcutaneously. Heparin administered 
systemically by the subcutaneous route is a practical, effective 
and re.atively safe agent in reducing the incidence of post- 
operative adhesions in experimental animals. It is more effective 
when used in this way than when infused intraperitoneally, 
because its duration of action is more constantly sustained. 
Heparin is more effective and controllable than dicumarol® or 
dicumarol® and heparin in combination. 


Bulletin of Johns Hopkins Hospital, Baltimore 
85:115-182 (Aug.) 1949 


Effect of Sodium Withdrawal upon Body Weight of Normal Young 
Men. C. B. Thomas, E. Howard and A. Isaacs.—p. 115. 

Bronchography in the Severely Discharging Lung. J. E. Lett and M. W. 
D.etz.—p. 135. 

Pyridine Liver and Kidney Injury in Rats; Influence of Diet, with 
Part.cular Attention to Methionine, Cystine, and Choline. J. H,. 
Baxter.—p. 138. 

California Medicine, San Francisco 
71:97-172 (Aug.) 1949 

Carcinoma of Thoracic Esophagus: Discussion of Early Diagnosis and 
Surgical Treatment. L. A. Biewer III and F. S. Dolley.—p. 97. 

Anoxia and Convulsive State. F. A. Fender.—p. 103. 

Cesarean Section Experience at University of California Hospital. E. B. 
King.—p. 106. 

*Appheation and Evaluation of Peritoneoscopy. J. C. Ruddock.—p. 110. 

*Methyl-bis (Beta-Chloroethyl)Amine in Large Doses in Treatment of 
Neoplastic Diseases. H. R. Bierman, M. B. Shimkin, S. R. Mettier 
and others.—p. 117. 

Acute Urinary Tract Complications Following General Surgical Pro- 
cedures. E. Belt.—p. 126. 

Relation of Neurolog.cal Complications of Subarachnoid Block to Unseen 
Dangers of New Techniques. M. L. Skaggs.—p. 130. 

Indicat.ons For and Kesuits Following Exploration of Common Bile 
Duct for Stones. L. S. McKittrick and N. J. Wilson.—p. 132. 

Note on Incidexce of Rheumatic Fever in Los Angeles. P. E. Rothman. 
—p. 138. 

Complications of Gold Therapy and Their Management. W. C. Kuzell. 
—p. 140. 


Peritoneoscopy.—Ruddock lists indications for peritone- 
oscopy and stresses that the method is especially valuable in 
patients with hepatic disease of all types, for pelvic examinations, 
for use to determine existence of ectopic pregnancy and for 
localization of tumor. All patients having ascites of undeter- 
mined cause should be examined by peritoneoscopy. Consid- 
erable use was made of the procedure during World War II to 
determine the extent and site of intra-abdominal injuries caused 
by crushing, explosions and falls from high places. The pro- 
cedure permits early and correct diagnosis, early decision as to 
the advisability of operation, and determination as to operability 
in cases of malignant gastric lesions. The instrument used is 
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such as to permit obtaining biopsy specimens of tumors or 
tissues. Ruddock has made peritoneoscopic examinations in over 
2,500 cases. The age range was from 6 months to 85 years. 
There were as many males as females. Approximately 1,000 
biopsy specimens were obtained. Ascites was present in about 
half the cases. One third of the patients examined were proved 
to have malignant lesions, either metastatic or primary. 

Large Doses of Methyl-bis (Beta-Chloroethyl) Amine 
in Neoplastic Diseases.—Bierman and associates report on 67 
patients with neoplastic diseases treated in a number of Cali- 
fornia hospitals with one hundred and fifty-one courses of meth- 
yl-bis (beta-ch!oroethyl)amine hydrochloride (HN,). Seventy- 
seven courses consisted of single injections of 0.2 to 0.4 mg. of 
the nitrogen mustard per kilogram of body weight, and thirty- 
five courses were given as single injections of 0.6 mg. per 
kilogram of body weight. Twenty-three patients with Hodgkin's 
disease were treated. Remissions averaged approximately 3 
months in 13 patients who were in good or fair general 
physical condition and 1.5 months in 11 patients who were in 
poor or moribund condition; one ‘of the 11 did not respond to 
the therapy. Fifteen patients with lymphosarcoma were treated. 
Remissions averaged between one and two months in 4 patients 
who were in good or fair general physical condition. Of the 
remaining 11 patients, 2 showed no response. The longest 
remission among the remaining 9 was approximately forty 
days. Satisfactory remissions of one to three months were 
obtained in 4 patients with mycosis fungoides treated with 
single courses of 0.3 mg. per kilogram of body weight. Serious 
toxic reactions were observed in 6 patients, 4 of whom died. 
In 5 of the 6 instances the reactions consisted of pancytopenia 
and hemorrhagic diathesis. All these patients were in poor 
general or hematologic status before treatment began. In gen- 
eral, large single doses of the nitrogen mustard were neither 
more nor less effective than the four to six day course usually 
employed with this agent. Combination of the administration of 
methyl-bis (beta-choroethyl)amine hydrochloride with artificial 
hyperpyrexia or with concurrent courses of pteroylglutamic 
conjugates did not enhance the therapeutic effects of the agent. 


Cancer Research, Baltimore 
9:449-510 (Aug.) 1949 


Morphological and Biological Characteristics of X-Ray Induced Trans- 
plantable Ovarian Tumors. ‘T. Bali and J. Furth.—p. 449. 

Studies in Hodgkin's Syndrome: LX. Association of “Viral” Hepatitis 
and Hodgkin's Disease: Preliminary Report. H. A. Hoster, R. P. 
Zanes Jr. and E. von Haam.—p. 473% 

Morphological and Chemieal Investigation of Dermal Elastic, and Col- 
lagenia Tissue During Epidermal Carcinogenesis. C. K. Ma.—p. 481. 
Distribution of Radivactive lodine in Rats With and Without Walker 
Tumor 256 After Injection of Radivactive Sodium Iodide. C. D. 
Stevens, P. H. Stewart, P. M. Quinlin and M. A. Meinken.—p. 488. 
Effect on Embryo of Continued Serial Tumor Transplantation in Yolk 

Sac. A. Taylor and N. Carmichael.—p. 298. 

Carcinogenic Activities of Certain Analogues of 2-Acetylaminofluorene in 
the Rat. E. C. Miller, J. A. Miller, R. B. Sandin and R. K. Brown. 
—p. 504, 


Connecticut State Medical Journal, Hartford 
13:707-826 (Aug.) 1949 
Problems Encountered During Anesthetic Procedures for Children. C. R. 
Stephen and H. M. Slater.—p. 709. 
Hemophilus Influenzae Infections in Children. H. E. Alexander and 
G. Leidy.—p. 713. 
Histologically Benign Hemangioma with Tumor of Heart. T. S. Evans 


and A. I. Saunders.—p. 722. 
Aconite Intoxication and Myocardial Infarction. R. H. I. Solway. 


p. 727 


Hyperinsulinism. B. B. Landry and J. E. Burne.—p. 729. 


Delaware State Medical Journal, Wilmington 
21:133-186 (Aug.) 1949. Partial Index 


Psychiatry and General Medicine. F. M. Harrison.—p. 134. 

Anxiety in Psychosis and Neurosis. E. J. Koch.—p. 140. 

Multiple Familial Occurrence of Post-Partum Schizophrenia. G. J. 
Gordon.—p. 146 

Character Defect of Dyskinetic Children: Its Therapeutic Aspects: 
Preliminary Report. G. J. Gordon.—p. 148. 

Craving for Benzedrine. F. A. Freyhan.—p. 151. 

os Frontalis Interna Syndrome: Psychiatric Evaluation. S. P. 
vins.—p. 158. 

Evaluation of Prefrontal Lobotomy Results at Delaware State Hospital. 
M. Wiederlight.—p. 160. 

Psychometric Personality Traits. J. Jastak.—p. 165. 
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Diseases of Chest, Chicago 
16:261-380 (Sept.) 1949 
SYMPOSIUM ON BCG 


BCG Vaccination in Venezuela. J. I. Baldo.—p. 261, 

Concurrent BCG Vaccination. A. de Assis.—p. 266. 

Experience with BCG Vaccination in Cordoba, Argentina. G. Sayago, 
—p. 284. 

*Critical Analysis of BCG in Prevention of Tuberculosis. M. I. Levine, 


—p. 288. 
E, H. Rubin, M. M. Steinbach, G. ¢, 


*Streptemycin in Tuberculosis. 
Leiner and others.—p. 304. 
Report of Case. M. J. Lustok and G. L. Baum, 


Caleihed Splenic Cyst: 


—p. 329. 
"Surgical Lesions of Pulmonary Coccidioidomycosis. $S. J. Greer and J, 


B. Grow.—p. 336. 
Pulmonary Cryptococcosis: Report of Case with Surgical Cure. G. F, 


Froio and C. P. Bailey.—p. 354. 

Method of Biopsy Usetul in Diagnosing Certain Intrathoracic Diseases, 
A. C. Daniels.—p. 360. 

The Pneumoconioses. O. A. Sander.—p. 368. 


BCG in Prevention of Tuberculosis.—According to 
Levine, the use of BCG in the prophylaxis of tuberculosis js stil] 
controversial, in spite of the present wave of enthusiasm over 
the employment of the method. The loss of virulence of the 
bovine tubercle organism in BCG is complete and permanent, and 
the use of the vaccine in human beings is entirely safe. Many 
favorable reports have been published abroad on the efficacy of 
BCG but the studies, with few exceptions, have been poorly 
controlled. Controlled studies on tuberculosis mortality have 
been reported from New York City and Chicago and from 
Indian reservations in the United States. Although the results 
were favorable, suggesting that a certain degree of immunity 
against the development of primary tuberculosis is conferred, the 
degree of this immunity as well as the duration of the immunity 
has not been determined. The use of common antituberculous 
measures, such as case detection, separation of contacts, hos- 
pitalization, mass roentgen studies, tuberculin testing of cows 
and pasteurization of milk, has been so successful in the United 
States that the need for a prophylactic agent such as BCG is 
less acute than in countries lacking adequate antituberculosis 
facilities. Before the use of BCG can be accepted as a general 
public health measure, considerable knowledge concerning the 
actual degree of immunity conferred by BCG, the duration of 
immunity following vaccination, the optimum method of admin- 
istering the vaccine, the effectiveness of the vaccine under 
varying degrees of exposure, in different racial groups with 
various degrees of resistance; when given to different age 
groups and when prepared with different culture mediums is 
still necessary. The BCG vaccine can in no way be offered as 
a substitute for other antituberculosis methods so successfully 
used in the United States. At best, it may be offered asa 
supplement to already existing control measures in this country. 

Streptomycin in Tuberculosis.—Rubin and co-workers 
treated 44 patients with advanced pulmonary tuberculosis with 
crystalline streptomycin, 1 to 3 Gm. daily in divided doses 
every four hours, for two to six months. Results were evaluated 
in the light of those obtained in 31 patients treated with non- 
crystalline streptomycin and in 11 patients treated with both 
forms. Viewed against a background of experience in the 
treatment of similar types of patients by conventional methods, 
it was observed that crystalline streptomycin was associated with 
notable degrees of roentgenographic regression of the disease 
in 8 of 14 patients with acute exudative or recent caseocavernous 
tuberculosis. In a few it was associated with apparent arrest of 
the disease. The improvement was at a pace and to a degree 
seldom seen in similar types of patients treated by rest alone. 
In the remaining patients the roentgenographic changes wert 
either stationary or slightly regressive. Significant to pre 
nounced symptomatic improvement occurred in the majority, $ 
evidenced by a decline of fever, decreased cough and expectora- 
tion, increased weight and improved well-being. Crystalline 
streptomycin was observed to have no demonstrable effect ™ 
long-standing fibrocavernous tuberculosis. Crystalline strepto 
mycin was effective in the treatment of tuberculous la 
and bronchitis. Draining fistulas closed promptly, but occ? 
sionally reopened. It was of doubtful value in the treatment 
of chronic tuberculous empyemas, except possibly preopet 
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atively. Crystalline streptomycin was found most valuable in 
conjunction with collapse and other surgical measures. In occa- 
sional instances it made surgical intervention unnecessary. Often 
it broadened the field of application of surgical treatment by 
rendering previously inoperable conditions amenable to surgery. 
No demonstrable differences could be detected in the immediate 
therapeutic effects in patients treated with crystalline strepto- 
mycin and those treated with the noncrystalline forms. The 
toxic effects of crystalline streptomycin were, with few excep- 
tions, not of a degree to cause abandonment of the treatment. 
Short interruptions were necessary in many instances. 

Pulmonary Coccidioidomycosis.—Greer and Grow report 
10 men with primary pulmonary coccidioidomycosis who had 
unusual complications for which operation was indicated. Six 
lobectomies and- four . decortications were performed. Four 
lobectomies were done because of persistent symptoms asso- 
ciated with pulmonary cavitation, the chief complaint being a 
feeling of weakness and rapid fatigue. All had a dry chronic 
cough, 3 had frequent but not serious hemoptyses, 2 had chronic 
low erade fever and 2 had chest pain of a pleuritic nature. 
With the exception of the chest pain, all symptoms were 
relieved promptly by surgery. The mycelial form of Coccidioides 
immitis was identified in the cavities of 4 of 5 patients who 
had undergone lobectomy for cavitation. Decortications were 
performed because of nonexpansile lung following spontaneous 
pneumothorax. The diagnosis of coccidioidomycosis had been 
established in 3 of these cases prior to the collapse of the 
lung, and all 3 had pulmonary cavitation. In the remaining 
case tle cause of the spontaneous pneumothorax was not proved, 
but C. immitis ‘was isolated from the pleural fluid after spon- 
taneous collapse of the lung. There was no evidence of dissemi- 
nation of the disease following operation in any of the cases. The 
primary form of coccidioidomycosis is such a benign condition 
that i: has generally been considered to be a self-limited disease. 
The cases reported by the authors demonstrate that there are 
rare wistances in which operation should be performed. 


Florida Medical Association Journal, Jacksonville 
36:65-124 (Aug.) 1949 
Heart Disease: Clinical Evaluation. S. A. Folsom and W. H. Kelley. 


—p. 83. 

Hematuria with Classifications: Its Clinical Significance. C. G. Bandler. 
—p. 86. 

Remarks on Surgery of Sympathetic Nervous System. J. G. Lyerly. 


—p. 90. 

The General Practitioner Today. R. B. Robins.—p. 95. 

Acute Anterior Poliomyelitis: Case Report with Comments on Therapy. 
W. H. Izlar and J. E. Wright.—p. 98. 


36:125-192 (Sept.) 1949 
Cancer of Breast: Comparison Study of Findings in Charity Clinic and 
in Private Clinic. E. Jelks and A. T. Kennedy.—p. 143. 
Early Closure of Burn Areas. M. L. Mason.—p. 149. 
Intrathoracie Goiter. D. T. McEwan and R. E. Zellner.—p. 154. 
New Drugs. F. C. Metzger.—p. 157. 


Gastroenterology, Baltimore 
13:1-110 (July) 1949 
Observations on Biliary-Pancreatic Dynamics in Normal Human. J. D. 
..hvan, H. Doubilet and J. H. Mutholland.—p. 1. 
Flocculation Tests in Diagnosis of Hepto-Biliary Disease. F. Steigmann, 

H. Popper, R. Hernandez and B. Shulman.—p. 9. 

Glucose Tolerance in Patients with Peptic Ulcer. W. D. Platt Jr., 

L. B. Dotti and R. S.. Beekman.—p. 20. 

Meckel’s Diverticulum. H. D. Caylor.—p. 31. 
Hiatus Rout and Carcinoma of Stomach and Esophagus. I. B. Brick. 

—p. 

Fluid in Lesser Omental Sac as Cause of Extra-Gastric Pressure Defect. 

i S. Glotzer.—p. 57. 

Gastric Distention Test in Chronic Gastritis. M. M. Mourao and 

R. Schindler.—p. 61. 

Flocculation Tests in Hepatobiliary Disease.—Steig- 
mann and co-workers performed the cephalin cholesterol floc- 
culation, thymol turbidity, thymol flocculation, Gros, Takata-Ara 
and zinc sulfate turbidity tests on 324 subjects including normal 
Persons, patients with miscellaneous diseases and without con- 
Spicuous involvement of the hepatobiliary tract and patients 
with diseases of this tract. All flocculation tests have a sig- 
nificant number of abnormal results in miscellaneous diseases 
and some of them (e. g., thymol turbidity) even in normal 
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persons. Most results of the flocculation tests, especially thymol 
turbidity, cephalin flocculation, zinc sulfate turbidity and Gros 
tests are as a rule normal or only slightly abnormal in liver 
cell damage produced by noninfective extrahepatic biliary 
obstruction (biliary hepatitis). With the exception of the zinc 
sulfate turbidity test, results become abnormal when biliary 
hepatitis is complicated by bacterial infection of the portal triads. 
The flocculation tests are of greatest value in the differentiation 
between surgical and medical jaundice, especially the zinc sulfate 
turbidity and cephalin flocculation tests, particlarly when con- 
sidered together. The flocculation tests are of less value for 
the separation of acute hepatitis from cirrhosis. In this the 
Takata-Ara test is most helpful. Combination of zinc sulfate 
and thymol turbidity and Gros tests reduces the number of 
errors. The tests are of least value in differentiation of condi- 
tions with and without damage to the liver cells, except that a 
higher number of abnormal results in the different tests points 
to liver cell damage. The cephalin flocculation test appears 
most specific if results are abnormal, and the zinc sulfate 
turbidity # results are normal in the presence of jaundice. The 
addition of the thymol turbidity and Gros tests is helpful in 
the solution of most problems of hepatobiliary disease. The 
results of several tests are superior to those of individual tests. 


Journal of Aviation Medicine, St. Paul 
20:209-286 (Aug.) 1949 


Discrimination of Sound Changing Gradually in Intensity. M. Lawrence, 
R. B. Windsor and J. S. Hegeman.—p. 211. 

Acid-Base Balance of Rats Exposed to Reduced Barometric Pressure. 
W. R. Christensen and A. B. Hastings.—p. 221. 

Clinical Observations on Value of Orthostatic Tolerance Test in Normal 
Men. H. T. Foley.—p. 230. 

Experimental Evaluation of Psychiatric Interview for Prediction of 
Success in Pilot Training. W. L. Deemer Jr. and J. A. Rafferty. 
—p. 238. 

Analysis of Effects of Aerial Transportation on Patients. K. E. Pletcher, 
F. L. Duff and S. J. Cutler.—p. 251. 

Maximum Flying Time for Air Crews. B. Hannisdahl.—p. 257. 

Centralization of U. S. Military Medical Service of Armed Forces. G. E. 
Ledfors.—p. 260. 


Journal of Clinical Investigation, Cincinnati 
28:583-820 (July) 1949. Partial Index 


Effect of Human Serum Albumin, Mercurial Diuretics and Low Sodium 
Diet on Sodium Excretion in Patients with Cirrhosis of Liver. W. W. 
Faloon, R. D. Eckhardt, A. M. Cooper and C. S. Davidson.—p. 595. 

Improvement of Active Liver Cirrhosis in Patients Maintained with 
Amino Acids Intravenously as Source of Protein and Lipotropic Sub- 
stances. R. D. Eckhardt, W. W. Faloon and C. S. Davidson.—p. 603. 

Effects of Dihydroergocornine on Circulation in Extremities of Man. 
D. W. Hayes, K. G. Wakim, B. T. Horton and G. A. Peters.—p. 615. 

Studies on Vasomotor Tone. I. Effect of Tetraethylammonium Ion on 
Peripheral Blood Flow of Normal Subjects. S. W. Hoobler, S. D. 
Malton, H. T. Ballantine Jr. and others.—p. 638. 

Effect of Anoxic Anoxia on Human Kidney. E. Y. Berger, M. Galdston 
and S. A. Horwitz.—p. 648. 

Determination of Adrenergic and Cholinergic Substances in Blood of 
Man. ._M. J. Musser and E. A. Grimm.—p. 653. 

-Concentration-Time Course in Plasma of Man of Radiomercury Intro- 
duced as Mercurial Diuretic. S. A. Threefoot, C. T. Ray, G. E. Burch 
and others.—p. 661. 

Study of Certain Aspects of Blood Coagulation in Postoperative State in 
Congestive Heart Failure and in Thrombophlebitis. N. O. Fowler. 
—p. 671. 

Studies of Lung Volumes and Intrapulmonary Mixing: Notes on Open- 
Circuit Methods, Including Use of New Pivoted Type Gasometer for 
Lung Clearance Studies. J. B. Bateman, W. M. Boothby and H. F. 
Helmholz Jr.—p. 679. 

Observations on Proteolytic Activity in Vitro at Neutral Reaction of 
Gastric Juice from Patients with Sprue. H. J. Fox.—p. 687. 

Sodium and Chloride Depletion in Acute Porphyria with Reference to 
Status of Adrenal Cortical Function. F. T. G. Prunty.-—p. 690. 

Treatment of Nephrosis with Concentrated Human Serum Albumin. I. 
Effects on Proteins of Body Fluids. J. A. Luetscher Jr., A. D. Hall 
and V. L. Kremer.—p. 700. 

Mucolytic Enzyme Systems. VIII. Inhibition of Hyaluronidase by Human 
Blood Serum During Normal Menstrual Cycle and Pregnancy. E. Y. 
Hakanson and D. Glick.—p. 713. 

Factors in Treatment of Laennec’s Cirrhosis. I. Clinical and Histological 
Changes Observed During Control Period of Bed-Rest, Aicohol With- 
drawal, and Minimal Basic Diet. G. Klatskin and R. Yesner.—p. 723. 

Oxygen Saturation of Sternal Marrow Blood in Polycythemia Vera. 
B. M. Schwartz and D. Stats.—p. 736. 

Studies of Effects of Flavonoids on Roentgen Irradiation Disease. II. 
Comparison of Protective Influence of Some Flavonoids and Vitamin C 
in Dogs. J. B. Field and P. E. Rekers.—p. 746. 


Piasma Viscosity in Pulmonary Tuberculosis and Rheumatic 


Diseases. 
J. Houston, R. B. Whittington, I. C. and J. Harkness.—p. 752. 
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Journal of Gerontology, Springfield, Ill. 
4:185-272 (July) 1949 
Dietary Fat and Calcium Wastage in Old Age. 
lace and C. M. McCay.-——p. 185. 
Changes in Endocrine Glands of Fowl with Age. F. Payne.—p. 193. 
Effect of Testosterone Administration on Beard Growth of Elderly Males. 
M. Chieffi.—p. 200, 
Effect of Oral Administration of Vitamin A on Plasma Levels of Vita- 
min A and Carotene in Aged Males. M. J. Yiengst and N. W. Shock. 
p. 205. 
“Correlation Between Thyroid Function and Incidence of Arteriosclerosis. 
E. Kirk, M. Chiefii and W. B. Kountz.—p. 212. 
Animism and Related Tendencies in Senescence. W. Dennis and B. Mal- 
linger.—-p. 218. 
Endocrine Gerontotherapy: Use of Sex Hormone Combinations in Female 
Patients. H. Benjamin.—p. 222. 
Recoverable or Temporary Mental Disturbances in Elderly. R. B. Me- 
Graw.—p. 234. 
Traditional Chinese Attitude Towards Old Age. A. R. Chandler.—p. 239. 


Grandmothers are Guinea Pigs. H. G. Robinson.—p. 245. 

Thyroid Function and Arteriosclerosis.—Kirk and his 
associates point out that animal experiments have indicated an 
inverse relationship between the degree of activity of the thyroid 
gland and the susceptibility of the vascular system to intimal 
atheromatosis. They studied the correlation between thyroid 
function and arteriosclerosis by including, besides determination 
of basal metabolic rate and serum cholesterol, an estimation of 
the serum protein-bound iodine concentration for evaluation 
of thyroid activity. Their investigations were made on 118 
persons between 45 and 96 years of age. They revealed a 
tendency for low iodine values and reduced metabolic rate to be 
associated with calcification of the popliteal and intermetatarsal 
arteries and with increased diameter of the aortic shadow. No 
certain relationship was observed between the serum cholesterol 
concentration and the clinically demonstrable incidence of medial 
arteriosclerosis. The findings suggest an influence of the thyroid 
glaml on the development of medial arteriosclerosis in human 
subjects. 


Journal Industrial Hygiene & Toxicology, Baltimore 
31:175-234 (July) 1949 


Nutritional Factors Affecting Toxicity of Some Aromatic Hydrocarbons 
with Special Reference to Benzene and Nitrobenzene Compounds: 
Review. M. E. Shils and L. J. Goldwater.—p. 175. 

Occupational Poisoning by Alkyl Mercury Compounds. K.-D. Lundgren 
and A. Swensson.—p. 190. 

Human Problems in Industrial Machine Design. T. F. Hatch.—p. 201. 

Effect of Para-Aminobenzoic Acid on In Vivo Oxidation of Hemoglobin. 
S. S. Spicer.—p. 204. 

Heinz Body Formation In Vivo a Property of Methylene Blue. S. S. 
Spicer and E. C. Thompson.—p. 206. 

Physiologic Response of Animals Exposed to Air-Borne Ketene. J. F. 
Treon, H. F. Sigmon, K. V. Kitzmiller and others.—p. 209. 

Cutaneous Cleansing for Industrial Workers. C. G. Lane.—p. 220. 

Medical Control of Beryllium Poisoning. I. R. Tabershaw, C. Dustan 
and L. J. Goldwater.—p. 227. 


Journal of Investigative Dermatology, Baltimore 
13:47-108 (Aug.) 1949 


*Normal Bone Marrow Inclusion Phenomena Induced by Lupus Erythema- 
tosus Plasma. J. R. Haserick and D. W. Bortz.—p. 47. 

Stomatitis Ulceromembranosa Acuta Treatment with Aureomycin. A. A. 
Fisher and S. Schwartz.—p. 51. 

Histological Study of Human Scalps Exhibiting Various Degrees of Non- 
Specific Baldness. A. E. Light.—p. 53. 

Factors Accelerating Penetration of Histamine Through Normal Intact 
Human Skin. W. B. Shelley and F. M. Melton.—p. 61. 

Treatment of Condylomata Acuminata with Topical Applications of Inor- 
ganic Arsenicals. A. J. Paulosky and M. Leider.—p. 73. 

Calciferol in Treatment of Sarcoidosis. C. T. Nelson.—p. 81. 

Cellular Content of Exudates from Eczematous and Toxic Patch Test 
Reactions: Preliminary Report. P. H. Nexmand.—p. 85. 

Therapeutic Assays of New York Skin and Cancer Unit, Post Graduate 
Medical School New York University—Bellevue Medical Center: 
Assay II—Calciferol (Dz). F. Pascher, M. G. Silverberg, I. E. 
Marks and J. Markel.—p. 89. 

Concerning “Parasitic” Etiology of Hairy Tongue. R. Laskaris and 
G. D. Curtis.—p. 99. 


Inclusion Phenomena Induced by Plasma of Lupus 
Erythematosus.—Haserick and Bortz added “cell-free” plasma 
from patients with acute disseminated lupus erythematosus to 
bone marrow preparations from normal persons. They found 
it possible to induce chemotaxis of polymorphonuclear leukocytes 
and the “L. E.” cell in normal bone marrow preparations with 
plasma or serum of patients acutely ill with disseminated lupus 
erythematosus. Normal plasma, hyperglobulinemic plasma from 
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a patient with cirrhosis and plasma from patients with chronic 
discoid lupus erythematosus failed to produce the phenomenon. 
These studies offer strong evidence in favor of the hypothesis 
that the “L. E.” cell is secondary to some element in the plasma 
of patients with acute disseminated lupus erythematosus. As a 
visible indicator of an unknown substance it seems to compare 
with inclusion bodies commonly associated with virus diseases, 
Further investigations are in progress to determine what fraction 
of the plasma contains the inclusion-producing element. This 
method may be useful in testing the efficacy of therapeutic 
measures, since it is possible that drugs which inhibit the 
inclusion-producing element of “L. E.” plasma may be of 
therapeutic value. Until other diseases have been studied in this 
way, the phagocytic phenomenon must be regarded only tenta- 
tively as specific for acute disseminated lupus erythematosus. 


Journal-Lancet, Minneapolis 
69:261-290 (Aug.) 1949 

*Stromal Endometriosis. W. C. Keettel, J. G. Lee and J. H. Randall, 
——p. 261. 

Protruded Intervertebral Disc. H. F. Buchstein.—p. 264. 

Congenital Absence of Vagina. E. C. Maeder.—p. 271. 

Recent Advances in Surgery of Colon. B. M. Black.—p. 275. 

Control of Communicable Diseases. S. E. Miller.—p. 279. 

Clinical Evaluation of Aqueous Thephorin. New Parenteral Antihista- 
minic Agent. A. L. Maietta.—p. 282. 

Effect of Adenosine-5-Monophosphate on Pruritus. A. Rottino.—p. 285. 


Stromal Endometriosis.—Keettel and his co-workers report 
a woman, aged 44, with stromal endometriosis. The extent of 
the abdominal stromal endometriosis was greater than in other 
reported cases and the finding in the vagina and rectum of 
coexisting extrauterine endometriosis was unusual. Despite the 
inoperable nature of the lesion, roentgen castration has brought 
symptomatic relief and regression of the vaginal lesion. The 
question remains unanswered as to whether the stromal or 
glandular elements, or both, responded to the castration dose of 
roentgen rays. Prior to Gocdall’s recognition of this entity, the 
miscropscopic diagnosis was most often fibromyoma_ with 
sarcomatous degeneration. Clinically these patients did sur- 
prisingly well, despite the extension of the growth beyond the 
confines of the uterus. Usually hysterectomy was the only 
treatment necessary. Roentgen castration was employed with 
good results in several patients with great extension. There is 
some evidence that adenomyosis and stromal endometriosis may 
be variants of the same process and a suspicion that this entity 
and external glandular endometriosis may be related. 


Journal of the Mount Sinai Hospital, New York 
16:71-136 (July-Aug.) 1949 


The Newer Antibiotics: Polymyxin, Chloromycetin, and Aureomycin. 
E. B. Schoenbach.—p. 71. 
Mode of Action of Penicillin in Relation to Its Therapeutic Use. H. 
Eagle.—p. 109. 
Generalized Blood Platelet Thrombosis: Report of 3 Cases with 
Necropsy Findings. M. A. Green and S. Rosenthal.—p. 110. ; 
Dienesterol, an Orally Active Synthetic Estrogen: Clinical Evaluation. 
C. S. Poole, H. Dubrow and R. I. Walter.—p. 121. 

Mesothelial Cyst of Diaphragm: Case Report. A. Aufses and R. 
Oseasohn.—p. 125. 

Occlusion of the Anterior Spinal Artery: 
L. Lasagna.—p. 128. 

Allergic Eustacheitis. S. Siegal.—p. 132. 


Journal Pharmacology & Exper. Therap., Baltimore 
96:213-342 (July) 1949. Partial Index 


Pharmacological P of 2-Methyl, 2-n-Amyl-4-Hydroxymethy!-1,3- 
Dioxolane (Glyketal), a New Blocking Agent of Interneurons, F. M. 
Berger.—p. 213. 

Deposition of Radio Gallium (Ga™) in Skeletal Tissues. H. C. Dudley 
and G. E. Maddox.—p. 224. , 

Tuberculocidal Activity and Toxicity of Some Diphenylmethane Deriva- 
tives. H. J. Florestano.—p. 238. ‘ 

Influence of Dosage Regimen on Therapeutic Activity of Penicillin G. 
L. H. Schmidt, A. Walley and R. D. Larson.—p. 258. : 

Mechanism of Acute Toxic Action of Thiocyanate. F. Goldstein and 
R. R. Holburn.—p. 285. 

Effect of Penicillin upon Clotting Activity of Blood in Normal Human 
Subjects. R. E. Dolkart, B. Halpern, M. Larkin and others.—p. 29!- 

Experimental Chemotherapy of Trypanosomiasis: I. Effect of p-Phenylene 
Diguanidine and Related Compounds Against Experimental Infections 
with Trypanosoma Equiperdum. R. I. Hewitt, A. Grumble, Ss. 
Kushner and others.—p. 305. 


Case Report. S. Pariser and 
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Medical Annals of District of Columbia, Washington 
18: 441-504 (Sept.) 1949 


Use of Aerosporin (Polymyxin B) in Specific and Nonspecific Enteritis 
in Infants and Children. S. Ross, F. G. Burke, E. C. Rice and 


others.—p. 441, 
Cancer of Colon and Rectum: Clinical Study of 200 Cases at Time of 


Diagnosis. F. A. Barrett Jr.—p. 449. 

Hormonal Alterations of Advanced Cancer of Breast. W. S. Elias. 
—p. 460. 

*Influenza A Epidemic, 1947. E. T. Phelps and W. D. Voorhees.—p. 465. 


An Influenza A Epidemic.—Phelps and Voorhees report 
observations made in the course of a moderately severe but 
explosive epidemic of influenza which was due to a distant 
relative of the standard PR 8 and Weiss type A viruses and 
which arose in an Air Force installation in January and Feb- 
ruary 1947. No fatalities occurred. After it had been demon- 
strated by virus studies that the epidemic was due to influenza, 
vaccination was begun, with no apparent effect on the rate of 
infection, although vaccination simultaneously elsewhere in Atmy 
and Air Force bases may have given some protection. There 
was a lack of close antigenic relationship of the 1947 virus to that 
used in the standard vaccine. “Seasoning” and past vaccination 
could not be proved to have bearing on the rate of infection 
among groups of soldiers, but crowded quarters seemed to give 
a higher rate of infection. Four hundred and fifty-three cases 
selected as typical have been studied for symptoms, signs, 
laboratory data, complications and treatment. Virus cultures 
and agglutination-inhibition tests on acute and convalescent 
serum samples from infected patients were used to prove the 
epidemic. Vaccination reactions caused hospitalization of 55 of 
the 13.000 men vaccinated ; three serious reactions occurred. 


North Carolina Medical Journal, Winston-Salem 
10: 337-392 (July) 1949 
Three Suggestions for Medical Graduates. P. F. Whitaker.—p. 337. 
Urge to Interfere in Obstetrics. C. D. Bradley.—p. 343. 
Indications for Sympathectomy. J. G. Love.—p. 349. 
*Appendicitis in Old Age: Clinical Study of 53 Cases in Patients over 

60 Years of Age. H. M. Schiebel and D. Moise.—p. 355. 

Omental Infarction Simulating Acute Appendicitis. B. Schaff and H. U. 

Stephenson Jr.—p. 361. 

Rupture of Appendix in Patient with Situs Inversus: Report of Case. 

A. |. Hamilton and G. B. Judd.—p. 363. 

Factors Having No Relation to Production of Electrocardiographic Evi- 

dence of Left Ventricular Strain. G. E. Forbes.—p. 364. 
Electrocardiographic Booby Traps. L. Walker.—p. 367. 

. of Sulfonamide and Antibiotic Drugs in Otolaryngology. M. F. 
ones.—p. 369. 
Congenital Heart Disease with Report of Case of Adult Coarctation of 

Aorta. K. D. Weeks.—p. 372. 

Primary Spontaneous Pneumothorax with Report of Case. F. L. Knight 

and . M. Oelrich.—p. 375. 

Appendicitis in Patients Over Sixty Years of Age.— 
Schiebel and Moise analyzed all cases of appendicitis in patients 
60 years of age and older who were treated at Watts Hospital 
over a ten year period, 1937 to 1947. There were 53 patients, of 
whom 7 died. The majority of the fatalities were in the group 
in which the operation had been delayed. In several cases the 
delay was due to uncertainty in diagnosis. The author condemns 
delay in cases of suspected acute appendicitis. No fatal com- 
plications occurred in 10 patients who did not have a diseased 
appendix. A review of the literature and this clinical study of 
53 cases suggest that appendicitis occurs frequently in elderly 
patients. Its symptoms and physical signs are not as clearcut 
in this group as in younger patients. Gangrene occurs much 
more frequently, probably because the initial circulation is 
poorer. Early operative intervention is indicated in most cases. 
In no group of patients with ruptured appendixes are supportive 
therapy, decompression and early ambulation more important. 


Rhode Island Medical Journal, Providence 
32:417-468 (Aug.) 1949 


Control of Pellagra. T. D. Spies.—p. 431. 

Lymphosarcoma and Hodgkin’s Disease. A. P. Stout.—p. 436. 

Hypoglycemia: Prevention, in New Diabetic, with Early Stabilization on 
a Diet, with Resultant Low Insulin Dosage. L. E. Burns. 

Improved Belt for Patients with Abdominal Colostomies. T. A. Krolicki. 
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Rocky Mountain Medical Journal, Denver 
46:601-696 (Aug.) 1949 


Differential Diagnosis of Poliomyelitis. H. W. Woltman.—p. 620. 

Intestinal Obstruction. P. Thorek.—p. 627. 

Low Back Pain: Value of Specific Tests in Differential Diagnosis. 
E. D. McBride.—p. 631. 

Rural Health Program. F. A. Humphrey.—p. 638. 

Psychosomatic Aspects of Gastro-Intestinal Disorders. C. H. Barnacle. 
—p. 642. 

General Principles in Treatment of Superficial Carcinoma. W. P. 
Stampfli.—p. 647. 

Improvement in Patient’s General Condition After Application of Skin 
Test for Brucellosis: Aid in Establishing Diagnosis of Brucellosis. 
M. L. Weiker.—p. 649. 

Colorado Premature Infant Care Program. H. H. Gordon and J. A. 
Lichty.—p. 650. 


South Dakota Journal of Medicine, Sioux Falls 
2:213-236 (July) 1949 


Positive Approach in Drug Therapy. H. C. Skinner.—p. 213. 
Cytologic Diagnosis of Cancer from Body Secretions and Fluids. J. R. 
McDonald and L. B. Wollner.—p. 216. 


Southwestern Medicine, El Paso, Texas 
29:157-180 (Aug.) 1949 


Endotracheal Anesthesia. B. J. Whiteacre.—p. 161. 
Flexion Treatment for Low Back and Sciatic Pain. W. C. Basom, L. W. 
Breck and M. H. Leonard.—p. 163. 


29:181-208 (Sept.) 1949 


Venous Thrombosis and Pulmonary Embolism, Causes, Prevention and 
Treatment. R. R. Linton.—p. 188. 

Prothrombin and Dicumarol. R. L. Don.—p. 195. 

Diagnostic Problems of Chronic Pulmonary Diseases. H. C. Hinshaw. 
—p. 197. 


West Virginia Medical Journal, Charleston 
45: 199-230 (Aug.) 1949 


Modern Concepts of Acute Pancreatitis. D. C. Haugh.—p. 199. 

Acute Perforation of Gastroduodenal Ulcer: Report of Forty-Two Cases. 
R. M. German Jr. and A. U. Tieche.—p. 208. 

Traumatic Rupture of the Membranous Urethra. M. H. O’Dell.—p. 212. 

The County Health Department and the Practicing Physician (with Spe- 
cial Reference to Monongalia County, West Virginia). M. I. Roemer. 


—p. 215. 
45:231-268 (Sept.) 1949 


Shall We Lose Our Heritage? T. C. Reed.—p. 231. 
Pyloric Stenosis: Its Problems and Management (Report of Case). C. A. 
Frazier and J. O. Warfield.—p. 235. 
*Prolapse of Gastric Mucosa Into the Duodenum (Preliminary Report). 
A. B. C. Ellison and E. W. Squire.—p. 237. 
a Review of 11 Cases Including 2 Autopsies. R. H. Nestmann. 
—p. 
Prolapse of Gastric Mucosa into the Duodenum.--- 
Ellison and Squire believe that prolapse of gastric mucosa into 
the duodenum should be suspected in patients with an atypical 
ulcer history, especially in those with epigastric, cramplike pain 
and in conditions associated with emesis, with or without nausea. 
None of the 6 cases observed by the authors have been con- 
firmed at operation as yet. The authors found 60 cases in an 
incomplete review of the literature. The only constant aspect 
seems to be that the mucosa is loosened. Edema of the mucous 
membrane, round cell infiltration, some eosinophilia, ulcerations 
of the mucous membrane, polypoid formation and malignant 
changes, all have been described. The authors present histories 
of 5 of their patients. They believe that medical management 
should be tried before operation in most cases. Chewing the 
food well is important. A more or less typical ulcer type regimen 
with reference to diet, antispasmodics, sedation, psychotherapy 
and the avoidance of tobacco and alcohol seems advisable. 
Surgical treatment should be reserved for severe cases, the 
indications for such treatment being about the same as in 
duodenal ulcer, namely, obstruction, repeated hemorrhage or 
“continued” anemia and repeated and frequent attacks of severe 
pain. Suspected malignant degeneration is likewise an indica- 
tion for surgical treatment. Gastroenterostomy, resection of 
redundant mucosa, pyloroplasty and partial gastric resection are 
some of the operations that have been employed. 
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British Journal of Tuberculosis, London 
43:23-46 (April) 1949 


Tuberculous Lobar Atelectasis and Thordcoplasty. A. J. Coello.—p. 23. 

Miliary Carcinomatosis of Lungs: Report of Case Simulating Miliary 
Tuberculosis. J. Lister.—p. 31. 

Mass Radiography and After: Plea for Mobile Chest Service. E. G. 
Hoffstaedt.—p. 36. 

Traumatic Rupture of Left Main Bronchus. 


British Medical Journal, London 
2:399-446 (Aug. 20) 1949 


Surgery of Pulmonary Stenosis. R. C. Brock.—p. 399. 

Aspects of Poliomyelitis in New Zealand. J. E, Caughey.—p. 406. 

Failure of Aureomycin in Experimental Melioidosis. J. C. Cruickshank. 
—p. 419, 

Intractabie Pain. 

*Banti'’s Disease: 

p. 414. 

*Mikulicz’s Syndrome. A, J. Hird.—p. 416. 

Simple Emergency Method for Estimation of Blood Sugar. 
ner and G, B. Pendlenton.—p. 418. 

Methyl N-Propyl Ether. C. E. Sykes.—p. 420 

Significance of Convulsions in Infancy. P. 
Ransford.—p. 421. 


Banti’s Disease and Rh Factor.—Nussey reports a family 
in which 3 of 5 siblings had hepatomegaly, splenomegaly and 
a tendency to hematemesis. The mother of this family had 
never had a transfusion, but was Rh negative; the father was 
heterozygous Rh positive. The first child of this family, now 
aged 28, and the second, aged 26, are both normal. The next 
three children, all Rh positive, had enlarged spleens and palpable 
livers. The parents had not noticed jaundice in their children 
either at birth or subsequently, but this does not rule out the 
possibility that a considerable degree of neonatal anemia may 
have been present. Vaughan (1946) found no correlation between 
the incidence of kernicterus and the degree of blood destruction. 
Symptoms associated with kernicterus may occur in children 
who have never been jaundiced. Another point of interest is 
that the mother in this family showed no Rh antibodies and 
failed to produce them after an injection of 0.05 cc. of Rh-positive 
blood obtained from one of her sons but showed them after 
injection of 5 cc. of her husband's blood. The three patients, 
though they showed no leukopenia or progressive anemia, 
presented the condition which might be included in the so-called 
Banti syndrome. The name Banti’s syndrome has been used 
as a cloak for a variety of diseases. Fibrosis of the spleen and 
liver, with enlargement of these organs, especially of the 
former, occurring in the young and in young adults and accom- 
panied with a tendency to hematemesis, may be found occasionally 
to be due to Rh incompatibility. 

Mikulicz’s Syndrome.—Hird reports observations on a 73 
year old man who presented symptoms of Mikulicz’s syndrome— 
his lacrimal and salivary glands were enlarged. The man was 
followed from the initial hospital admission until death fourteen 
months later. Many of the features of chronic lymphatic 
leukemia, including lymphocytic infiltration of the sternal mar- 
row, were present, but the total leukocyte count was not raised 
during the period of hospital observation. Swelling of the 
lacrimal and salivary glands was treated with roentgen rays 
with satisfactory, though temporary, results. Literature report- 
ing solitary examples suggests that the Mikulicz syndrome is a 
manifestation of a general involvement of lymphoid tissue rather 
than a disease of just the lacrimal and salivary glands. The 
involvement may be due to lymphatic leukemia, but in many 
cases, as in the present one, there has been only moderate 
lymphocytosis in the blood or no deviation at all from the 
normal. Many of these patients will probably eventually present 
the full picture of chronic lymphatic leukemia. Many examples 
of this syndrome described in the past as being due to tuber- 
culosis would probably now be classifiied as being due to 
sarcoidosis, while a study of the clinical features of those 
ascribed to syphilis leaves the impression that in many instances 
the syphilitic state may have been purely coincidental. 


B. W. Anderson.—p. 40. 


E. .B, Strauss.—p. 411. 
Possible Relationship to Rh Factor. A. 
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Indian Journal of Medical Research, Calcutta 
37:1-112 (Jan.) 1949. Partial Index 


Examination of Indian Shark-Liver Oils for Vitamin A and Some Ana. 
lytical Characteristics. S$, M. Bose and V. Subrahmanyan.—»p, 1, 


Supplementary Value of Oil-Seed Cakes to South Indian Diet. S. Kup. 
puswamy, K. V. Giri and V. Subrahmanyan.—p. 41. 
Diet and Health of South Indian Plantation Labour. V. Ramalingas. 


wami and V. N. Patwardhan.—p. 51. 

Studies on Aetiological Factors Responsible for Onset of Diabetic 
Symptoms: I. Effect of Prolonged Injection of Intermediary Fat 
Metabolites on Blood-Sugar Level in Normal Animals. M. C. Nath 
and H. D. Brahmachari.—p. 61. 

“Infant Feeding Experiments with Soya-Bean Milk. H. S. R. Desikachar 
and V. Subrahmanyan.—p. 77. 

Level of Protein Intake and Quality of Protein on Calcium and Phos- 
phorus Absorption. H, S. R. Desikachar and V. Subrahmanyan, 
—p. 85. 

Soy Bean Milk in Feeding of Infants.—Desikachar and 
Subrahmanyan found that rats and adult human subjects easily 
digested and absorbed milk and curd prepared from soy beans, 
Children under 1 year were given soy milk as the sole food, 
while older children received it as a supplement. All the 
children took readily to soy milk. The growth rate was normal, 
and no digestive disorders could be observed. Absorption and 
utilization of the proteins, calcium and phosphorus in cow’s milk 
and soy milk were compared, and it was found that soy milk 
protein was 86 per cent as utilizable as cow’s milk protein. 
There was practically no difference in the utilization of calcium 
and phosphorus in the two kinds of milk. 


Journal of Hygiene, London 
47:1-106 (March) 1949 


Measurement of Domestic Ventilation: Experimental and Theoretical 
Investigation with Particular Reference to Use of Carbon Dioxide as 
Tracer Substance. E. T. Renbourn, T. C. Angus and J. McK. Elli- 
son.—p. 1. 

Studies on Vaccination of Cattle as Measure Against Infection with 
Tuberculosis with Living Vole Acid-Fast Bacillus. J. A. Young and 
J. S. Paterson.—p. 39. : 

Contribution to Epidemiology of Poliomyelitis in New Zealand. A. W. 
S. Thompson.—p. 79. 

Tellurite Medium for Identification and Isolation of Corynebacterium 
Diphtheriae. W. R. C. Handley.—p. 102. 


Lancet, London 
2:311-356 (Aug. 20) 1949 


*Prophylactic Sulphanilamide in Rheumatic Fever: Review of 548 Cases. 
S. D. Rubbo, M. C. Holmes and H. L. Stokes.—p. 311. 
*Carcinoma of Kidney. E, D. H. Cowen.—p. 316. 
Effect of Pentamethonium Iodide on Normal and Hypertensive Persons. 
P. Arnold and M. L. Rosenheim.—p. 321. 
Acquired Resistance to Proguanil in Plasmodium Falciparum. D. R. 
Seaton and A. R. D. Adams.—p. 323. 
Concentration of Diphtheria Antitoxin in Cord Blood and Rate of Loss 
in Babies. M. Barr, A. T. Glenny and K. J. Randall.—p. 324. 
*Aureomycin in Undulant Fever. J E. Debono.—p. 326. 
Prophylactic Sulfanilamide in Rheumatic Fever.—Rubbo 
and his associates assessed the influence of prophylactic sulfanil- 
amide therapy in children with rheumatic fever on a clinical 
and bacteriologic basis. The recurrence rate in 211 children 
aged 4 to 14 years who were maintained on small daily doses 
of sulfanilamide for 565 person-years was 3.2 per cent. In a 
control group of 337 children, closely matched with the treated 
group and studied simultaneously for 971 person-years, the 
recurrence rate was 11.8 per cent. The hemolytic streptococcic 
carrier rate in the two groups of patients was determined by 
repeated throat cultures, and a significant reduction of group A 
was observed in the treated group. Sulfanilamide resistance tests 
on 669 strains isolated from both groups of patients revealed 
that 29 per cent group A strains isolated from the treated group 
and 6 per cent from the controls were resistant to 10 mg. of 
sulfanilamide per 100 cc. It was concluded that sulfanilamide 
prophylaxis is of definite value in reducing the recurrence rate 
in rheumatic fever. Treatment should be available to all 
patients, provided adequate clinical and laboratory control is 
exercised. Treatment should begin in the quiescent period 
following a major episode and should be continued at least 
during the recurrence-susceptible years, ie., up to the age of 
14 years. Toxic reactions to sulfanilamide are minimal 
seldom a contraindication to prophylaxis. The development of 
sulfanilamide-resistant organisms in these patients is not af 
indication for discontinuance of therapy. 


Votume 142 
3 


Carcinoma of the Kidney.—Cowen reports 4 cases with 
widely different symptoms, in which necropsy revealed renal 
carcinoma. One of the 4 cases presented gastrointestinal bleed- 
ing, one an unexplained hepatomegaly, one a lesion of an internal 
carotid artery, and one a leukoerythroblastic anemia. In only 
one was there any clinical suggestion of renal abnormality. All 
4 were misdiagnosed after extensive investigation, with biopsy 
in 3. This series is presented to illustrate the extraordinary 
difficulty there may be both for clinicians and for pathologists 
in the diagnosis of a not uncommon neoplastic disease. This is 
important, since the outcome of surgical treatment of carcinoma 
of the kidney is more hopeful than that for most neoplasms. 
Pyelography should be done in all cases in which metastases 
are present but in which no primary tumor can be found. 


Aureomycin in Undulant Fever.—According to Debono 
the treatment of undulant fever is a major therapeutic problem 
in Malta, where, in spite of propaganda for the boiling of 
milk and the enforcement of compulsory pasteurization in certain 
areas, the disease is widely prevalent. Though the mortality is 
relatively low, the infection can be as severe as typhoid and 
entails a long illness and protracted convalescence. In older 
persons especially, in whom spondylitis is almost the rule, there 
may be more or less permanent crippling. Debono obtained 
aureomycin for use in 24 patients; in 7 the disease was of the 
severe or malignant type, in 9 of the undulatory type and 7 of 
the continuous febrile type. The last patient, who had coxitis, 
was afebrile at the time, but blood culture was positive. Seven 
patients were treated within the first month of onset and 12 
within the first three months, while in the remaining 5 cases 
the infection had been present for over six months. In all but 
4 cases the diagnosis was confirmed by the finding of Brucella 
in the blood, but in these 4 cases the agglutination titer was so 
high that there could be no doubt about the diagnosis. Aureo- 
mycit! was given by mouth in 250 mg. capsules. One capsule was 
given every three hours. When an attempt was made to give 
2 capsules at one time, there were complaints of nausea, 
abdominal pain and vomiting. In an attempt to economize the 
limited supply, 2 children, aged 11 years, were given 4 instead 
of 8 capsules a day, but the response was unsatisfactory and 
the dose had to be increased to 2 Gm., as in adults. The imme- 
diate response was excellent in all cases, except one, in which 
the dose had to be increased to 12 (2.5 Gm.). The results have 
been constant and rapid; aureomycin seems to have a specific 
action on Brucella melitensis in vivo. It is too early to say 
whether it can eradicate the infection completely. 


Acta Clinica Belgica, Brussels 
4:169-236 (May-June) 1949. Partial Index 


Inulin Exchange Between Mother and Fetus. P. Rosa.—p. 169. 
*Pluriglandular Pathogenesis of Cushing’s Syndrome Demonstrated by 

Therapy: Presentation of 3 Cases. E. Coelho.—p. 197. 

Curable Episodes of Tuberculous Meningitis in Adults. J. Hughes. 

—p. 203. 

Pluriglandular Pathogenesis of Cushing’s Syndrome.— 
Coelho is convinced that Cushing’s syndrome in the majority of 
cases is of pluriglandular origin, involving hyperfunction of the 
anterior part of the hypophysis and of the adrenal cortex, hypo- 
function of the ovaries, changes in the function of the parathy- 
roids and possibly of the thyroid. In 3 cases in which the 
author observed Cushing’s disease in different stages of evolu- 
tion, the symptoms were referable to three endocrine glands: 
the hypophysis, suprarenals and parathyroids. Favorable thera- 
peutic results were obtained in these patients by administration 
of dihydrotachysterol and roentgen rays given alternately to the 
hypophysis and the adrenal glands. Dihydrotachysterol was 
given in doses of 15 drops twice daily. The results of this 
medication were controlled by the determination of the calcium 
content of the blood. Irradiation of the hypophysis was done 
through two frontal and two parietal fields, 150 r being admin- 
istered at each session until a total of 4,000 r had been given. 
In the suprarenals the dose was again 150 r to each of 2 fields; 
the total dose was 1,500 r. 
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Cardiologia, Basel 
15:1-64 (No. 1) 1949. Partial Index 


Anatomicoclinical Study of 2 Cases of Aneurysm Communicating 
Between Aorta and Right Ventricle (Aneurysm of Sinus of Val- 
salva). G. Levi and M. Zorzi.—p. 1. 

Dissecting Aneurysm (and Renal Cortical Necrosis) Associated with 
Arachnodactyly (Marfan’s Disease). G. A, Lindeboom and W. F. 
Bouwer.—p. 12. 

*Hypertension in Presence of Circumscribed Stenosis of the Abdominal 
Aorta. Herng-Wen Wang.—p. 30. 


Hypertension and Stenosis of the Abdominal Aorta.— 
Herng-Wen Wang reports a man, aged 56, with symptoms of 
hypertensive heart disease. When hospitalized because of severe 
decompensation, the patient presented cyanosis, dyspnea and 
mild jaundice. There was dilatation of both ventricles, with 
moderate pulmonary stasis, signs of an infarct in the left lower 
lobe and liver enlargement. The electrocardiogram showed 
auricular fibrillation, an old infarct of the anterior wall and 
ventricular extrasystoles. Necropsy revealed severe stenosis of 
the abdominal aorta above the origins of the renal arteries. The 
stenosed section was 4 cm. in length. The hypertension was 
probably caused by the resultant chronic renal anoxia, rather 
than by the stenosis per se. The supposition would be in keeping 
with Goldblatt’s experiments, which showed that bilateral chronic 
renal anoxia is invariably followed by hypertension whereas 
stenosis of the abdominal aorta below the origin of the renal 
arteries has no such effect. 


Cuore e Circolazione, Rome 


23:1-62 (Feb.) 1949. Partial Index 

*Therapy of Subacute Bacterial Endocarditis with Penicillin-Procaine, 
Penicillin in Oil and Wax and Carinamide. I. F. Volini, W. S. 
Hoffmann and J. R. Hughes.—p. 12. 

Clinical and Statistical Study on Evolution and Prognosis of Rheu- 
matic Cardiopathy: Relations Between Clinical Character of Infec- 
tion to Types of Valvular Lesion and to Sex. V. Masini.—p. 42. 
Subacute Bacterial Endocarditis.—\V olini and collaborators 

treated 16 patients between the ages of 19 and 56, with a 
clinical diagnosis of subacute bacterial endocarditis, with peni- 
cillin. Streptococcus viridans was identified by blood cultures as 
the causal organism in 14 of these. Nine patients were given 
a daily injection of 600,000 units of penicillin in an oil-wax 
mixture for 42 to 45 consecutive days. Three patients whose 
streptococci were sensitive only to doses of 2.59 to 4.5 units 
in 1 cc. of blood serum were given daily injections of penicillin 
in oil and wax or of crystalline penicillin in daily doses of 
900,000 to 4,000,000 units up to a total of 123,000,000 or 143,- 
000,000 units. These 3 patients were also given carinamide 
(4'-carboxi-phenylmethane sulfonamide). The other 4 patients 
received procaine penicillin in peanut oil in 600,000 unit doses 
every 12 hours up to a total of €0,000,000 units in a period of 
50 consecutive days. Cure was obtained in 14 patients (87.5 per 
cent). Two of the 3 patients with penicillin-resistant bacteria 
died. One died as the result of bacterial endocarditis and the 
other from cardiac failure. There were no systemic toxic 
reactions. Painful induration at the point of the injection 
occurred in one patient. Penicillin-procaine administration 
brought the temperature down to normal, and rendered the 
blood cultures sterile in all but one patient. Blood cultures in this 
patient remained positive for ten days after the beginning of 
the treatment. Blood penicillin levels were satisfactory in all 
the patients, the highest levels being observed after procaine 
penicillin plus carinamide administration. 


Deutsche medizinische Wochenschrift, Stuttgart 


74:941-988 (Aug. 12) 1949. Partial Index 


Water-Borne Virus Diseases. G. B. Roemer.—p. 941. 

Significance of Dominance of One Cerebral Hemisphere in Man. E, 
Griinthal.—p. 943. 

*Myanesin (Mephenesin) Used to Increase Muscular Relaxation During 
Anesthesia. H. Killian and J. Maurath.—p. 946. 

Results of Two Years Treatment of Leukosis with Urethane (1946- 
1948): I. Chronic Myelosis. H. E. Bock and R. Gross.—p. 953. 
*Rh Factor and Fetal Erythroblastosis in Discordant Uniovular Twins. 

P. Diezel.—p. 958. 


Mephenesin (Myanesin) and Anesthesia.—Killian and 
“Maurath studied the hemodynamic effect of intravenous injec- 
tions of alpha-beta-dihydroxy-gama-(2 methylphenoxy) -propane 
(myanesin) in 4 normal persons and in 6 patients with inguinal 
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hernia, duodenal ulcer, carcinoma of the stomach, carcinomatous 
metastasis in the trochanter and tuberculosis of the kidneys. The 
patient with the inguinal hernia, for which he was operated on, 
was the only one in whom part of the effect of the myanesin 
coincided with the effects of local anesthesia and operative 
trauma. The dose of myanesin varied from 24.2 mg. to 35.7 mg. 
per kilogram of body weight. In 4 instances neostigmine was 
administered after myanesin. Myanesin has an effect on the 
muscles of the abdominal wall similar to that of curare. This 
effect can be obtained in persons without anesthesia, and it is 
definitely increased with anesthesia. The range of dosage must, 
therefore, be much lower in the unconscious person than in 
persons who are awake. Myanesin exerted a depressive effect 
on the circulation of the persons who were awake. Cardiac 
output, minute volume and heart action were reduced to nearly 
50 per cent, and the peripheral resistance was almost doubled. 
The decrease of blood pressure amplitude associated particularly 
with increase in diastolic blood pressure was striking. Hemoly- 
sis, hemoglobinuria and thrombophlebitis in the area of the 
injection were observed in 4 of the 10 persons who were studied. 
These reactions are to be considered as damage caused by too 
high a concentration of the myanesin or occasionally by unsuit- 
able solvents. Hemolysis resulted immediately in vitro experi- 
ments with human blood and simultaneous deterioration of 
erythrocyte resistance, when myanesin was used in a concen- 
tration of 1:10. Hemolysis still occurred with dilution of 
1:400. The clinical effect of neostigmine as an antidote to 
myanesin was confirmed ; neostigmine did not abolish but rather 
increased the depressive effect of myanesin on the circulation. 
A mild narcotic effect from myanesin was observed. 

Rh Factor and Fetal Erythroblastosis in Uniovular 
Twins.—Diezel reports uniovular female twins born prema- 
turely in the sixth month. One was stillborn, and the other 
died within one hour after birth, The mother, a primipara, 
was A, Rh positive, the father was B Rh negative and the twins 
were both B Rh positive. The stillborn twin presented fetal 
hydrops with extramedullary hemopoietic foci in the liver, 
spleen and kidneys. There was intravasal hemopoiesis in the 
capillaries of the liver. The extramedullary hemopoiesis exceeded 
by far that which may be observed in a normal fetus born, 
prematurely, in the sixth month. The other twin presented 
still recognizable, but regressing, extramedullary hemopoiesis 
in the liver and spleen. There was amniotic fluid in both lungs, 
which was the cause of the death. The immature cells in the 
hemopoietic foci of red blood corpuscles corresponded in their 
arrangement to that usually seen in a fetus born in the sixth 
month. The. extramedullary hemopoiesis was definitely less 
pronounced than in the stillborn twin. Observations on these 
twins demonstrated that the pathogenic gene situation is subject 
to variable manifestations, owing neither to the gene nor to the 
environment but to a developmental instability of the embryo. 
The “anlage” to fetal erythroblastosis is an unstable factor 
associated with the genic structure in which the prenatal 
exposure, with its interaction of humoral substances (immune 
bodies) in the chorion attached to the mother, is of consid- 


erable significance. 


Nordisk Medicin, Stockholm 


42:1185-1214 (July 15) 1949 
Hyaluronic Acid and Hyaluronidase. E, Kulonen.—p. 1187. 
*Familial Hemorrhagic Diatheses with Prolonged Bleeding Time. 
(Pseudohemophilia. Thrombopathies). O. Imerslund.—p. 1191. 
Paralysis of Facial Nerve in Toxemia of Pregnancy with Edema. C. A. 


Ehrnrooth—p. 1196, 

Familial Hemorrhagic Diatheses with Prolonged Bleed- 
ing Time.—Imerslund’s study of 22 cases of hemorrhagic 
diatheses regarded as pseudohemophilia, in 10 men and 12 
women, from fifteen different sibling groups, points to two 
heredity types, one recessive and one dominant. Familial occur- 
rence was established in 19 cases. The symptoms were periodic ; 
the bleeding time varied at different times. There was no evi- 
dence that the tendency to bleeding depended on a so-called 
thrombopathy. Treatment for more massive and dangerous 
hemorrhages was blood transfusion. After one or more trans- 
fusions the bleeding stopped, but blood transfusion does not 
seem to affect the tendency to bleeding. 
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Revista do Hospital das Clinicas, SAo Paulo 
4:1-52 (Jan.) 1949. Partial Index 
New Method for Palpation of Liver and Spleen. I. L. Alves Correa. 


Injection of Ether in Treatment of Vascular 
Disorders. H. Mansur Sadek and W. de Paula.—p. 17. 
Intravenous Injection of Ether in ‘neaniiaeasil 
Obliterans.—Mansur Sadek and de Paula treated 6 patients 
between the ages of 32 and 62 years with thromboangiitis 
obliterans by intravenous injections of diethyl oxide (Katz's 
method). Only 1 patient was in the pregangrenous stage. The 
solution contained 10 cc. of diethyl oxide in 200 cc. of isotonic 
sodium chloride solution. The injections were given once a 
day for five to twenty-five consecutive days. In 1 instance 
impending gangrene was prevented and in 3 the progress of 
gangrene was arrested. Pain diminished and _ circulation 
improved in 4 patients, as shown by increase in the temperature 
of the skin and disappearance of cyanosis and of intermittent 
claudication. Untoward toxic effects were not observed. The 
treatment failed in 2 patients with advanced gangrenous lesions. 


Revista de la Soc. de Ped. del Lit., Rosario 
13:147-216 (Sept.-Dec.) 1948. Partial Index 


Chloromycetin in Treatment of Typhoid Fever: Two Cases. J. C. 

Recalde Cuestas, J. E. Celoria, R. Taltavull and G. Lovell.—p. 147. 

“Bronchopulmonary Diseases in BCG Vaccinated Children. J. Lopez 
M. Cabanillas and A. F. Schottlender.—p. 158. . 


Bonilla, L. 

BCG Vaccination.—Lopez Bonilla and collaborators say that 
all children admitted to the Rosario Home for Orphans in the 
course of the last ten years were vaccinated with BCG. No 
case of tuberculosis has been observed in the vaccinated chil- 
dren. Bronchopulmonary infections with clinical symptoms 
and roentgenologic signs of pulmonary tuberculosis developed 
in 12 children. The roentgenologic changes consisted of media- 
stinal and hilar lymph node involvement and shadows in the 
lung. The differential diagnosis between tuberculous and non- 
tuberculous disease was based on the tuberculin test, which gave 
attenuated results in 10 and negative results in 2. The authors 
point out that in vaccinated children the tuberculin test shows 
attenuated allergy which increases only if the child suffers a 
virulent tuberculous infection. As long as attenuated allergy 
does not change or progressively diminish, the adenopathies and 
pulmonary roentgenologic shadows are transient and disappear 
within one or two weeks. The author concludes that a constant 
or diminished allergy in vaccinated children is of diagnostic 
value in ruling out tuberculosis and that the mediastinal and 
hilar adenopathies with or without certain pulmonary shadows 
show an organic reaction of defense created by vaccination 
against tuberculous infection. 


Wierer klinische Wochenschrift, Vienna 
61:481-496 (Aug. 5) 1949 


Prevalence and Combat of Rabies in Danubian Countries. M. Kaiser 
and F. Puntigam.—p. 481. 

Aims of Hygienic-Dietetic-Climatic General Therapy of Pulmonary 
Tuberculosis and Indications for Sanatorium Therapy. A. Winkler. 


—p. 484. 

Statistics on Hallux Valgus. A. Lorenz.—p. 490. 

*Treatment of Same After Eclampsia by Means of Vitamin Be. 
A. Kraus.—p. 492 


Vitamin B. in Quadriplegia After Eclampsia.—Kraus 
reports a primipara, aged 23, in whom severe eclampsia with 
renal and cerebral lesions developed after delivery. She exhibited 
quadriplegia, hemianopsia, motor aphasia, loss of consciousness 
and incontinence. With the aid of cardiac stimulants, blood 
transfusions and detoxicating agents, the patient’s life was 
saved, but the neurologic symptoms showed no improvement 

until intramuscular injections of vitamin Be (pyridoxine hydro- 
chloride) was instituted. At first 2 ampuls, 50 mg. each, were 
injected daily. Later 1 ampul was given every day. A total of 
30 ampuls was administered in the course of a first series 
injections of vitamin Bs; a second and a third series consisted 
of 10 ampuls each. Under the influence of this treatment the 
severe cerebral disturbances subsided almost completely. 
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Tue REVIEWS HERE PUBLISHED HAVE BEEN PREPARED BY COM- 
PETENT AUTHORITIES AND DO NOT REPRESENT THE OPINIONS 
OF ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED. 


The Chest and the Heart. Section 1: The Chest. Edited by J. Arthur 
Myers, Ph.D., M.D., Professor of Medicine and Preventive Medicine and 
Public Health, University of Minnesota Medical and Graduate Schools, 
Minneapolis. Section 1}: The Heart. Edited by C. A. McKinlay, M.D., 
Clinical Associate Professor of Medicine, University of Minnesota Medical 
School, Minneapolis. In two volumes. Cloth. Price, $25.50. Pp. 1021, 
1922-1846, with 1003 illustrations. Charles ( Thomas, 301-327 E. Lawr- 
ence Ave., Springfield, Mlinois, 1948. 

This work is a slight departure from the usual procedure in 
the field of chest diseases. Although there has been a strong 
trend recently, it is the first time the chest as a whole has peen 
dealt with in one treatise. It has become obvious to internists 
and surgeons that structures so closely related in position and 
function as the heart and lung should not be fenced off entirely 
in water-tight compartments. The only problem is the method 
by which the fusion is accomplished. 

Without equivecation, it may be proclaimed that the authors 
have achieved an outstanding success. On the whole, the work 
is well written, interesting to read, instructive and generally 
correct in its factual data. 

The book was written by the two principal authors and 
sixty-one collaborators. Dr. Myers himself contributed over 
400 pages. Volume I consists of about 1,000 pages and contains 
most of the material pertaining to the chest and chest diseases 
exclusive of the heart. Volume II consists of about 800 pages— 
about 400 pages on extrapulmonary tuberculosis and tuberculosis 
complications and 400 pages on the heart. 

Although the work is cyclopedic in character, the various 
chapters are so well integrated in subject matter that it is one 
of the best textbooks on the subjects discussed. Part I of the 
first volume consists of chapters on anatomy and physiology by 
some of the most outstanding men in their respective fields. 
Physical diagnosis in children and adults is well presented and 
clearly written. 

Part II contains admirable discussions on diagnosis and treat- 
ment of diseases of the pleura, diaphragm, mediastinum, esopha- 
gus, trachea and bronchi. Bronchiectasis follows the discussion 
on the trachea and bronchi. This part is concluded by a well 
written article on thoracic injuries. In Part II] are appropriate 
and comprehensive discussions on malignant and benign tumors 
of thoracic structures. Part IV contains acute and chronic 
infections other than tuberculosis. The common cold, pertussis 
and acute and chronic pneumonias are well presented. More or 
less anomalously is included a most complete chapter on allergic 
diseases. Part V inciudes nontuberculous conditions—atalec- 
tasis, edema, embolism, emphysema, cystic lung disease and 
sarcoidosis and ends with splendid discussions on bronchoscopy 
and pulmonary surgery. 

Part \ I treats of pulmonary mycoses. Coniosporum corticale E 
probably does not deserve a separate chapter. It is no more 
important than “wheat rust” disease, which is not mentioned. 
Part VII embraces air contaminants, including gas fumes, the 
pheumoconioses and air-borne infections. Beryllium poisoning, 
however, is not mentioned, nor are cotton, bagasse and similar 
organic dusts. The section is terminated by a timely discussion 
of air conditioning and its effect on health. 

Part VIII, on pulmonary tuberculosis, is the high point of 
the whole work, and it is at once the most important and 
interesting and the most vulnerable to critical review. Probably 
because of delays, the chapter on pathology and pathogenesis 
was not placed after the chapter on bacteriology, but in an 
appendix after volume II. Furthermore, in spite of develop- 
ments, there is still a tendency for Dr. Myers to emphasize the 
benign aspect of first infection without issuing a parallel state- 
ment that many first infections progress to fatal disease. All the 
other discussions on pulmonary tuberculosis, however, except 
that on surgery, might be described as classic. 

It is unfortunate, but true, that some of the recommendations 
regarding surgical treatment are not accepted by a large section 
of thoracic surgeons. For example, the discussion on extra- 
pleural pneumothorax—although well written and perhaps correct 
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so far as the author’s material is concerned, the pitfalls of the 
method and true place of the procedure in treatment of the 
disease are not adequately pointed out. Likewise, the recom- 
mendation of a “single stage” thoracoplasty are wholly untenable. 
While it is recognized that much of the material was prepared 
some time ago and would probably be obsolescent in the author’s 
own work, his limited use of transfusions would tend to subject 
the patient to unnecessary hardship, leading to pulmonary throm- 
bosis, which, he says, caused some of his deaths. The various 
surgical procedures are illustrated by appropriate and well 
executed drawings. The remainder of the work on tuberculosis— 
tuberculous complications—overlapping into volume II, may be 
dismissed with glowing praise as to authorship, subject matters, 
illustrations and composition. 

The second section of this delightful “hybrid” product has to 
do with the heart. Like its first section, the various chapters 
are kept in proper order and balance and are written by the 
best in the field. If any criticism could be raised, it might be 
that the 400 pages on the heart may be considered inadequate 
by many cardiologists as a suitable reference work or textbook 
on cardiology. In many places there appears to be overemphasis 
on some subjects at the expense of cardiology. On the other 
hand, if the work is to be viewed merely as an accessory to 
works of chest diseases as a whole, it is perhaps adequate. 

Of course, any work of this type is no sooner published than 
it begins to be obsolete. Most of the chapters appeared just as 
streptomycin and related antibiotics were in their experimental 
stages, and there are wide variations of references to their uses. 
Perhaps a chapter should be included on practical lung physi- 
ology, including bronchospirometry and blood gases. Certain 
other deficiencies may be mentioned. “Blast” lungs and “wet” 
lungs from violent injuries, “massive collapse,” especially Wil- 
liam Pasteur’s contribution to the subject, Loeffler’s syndrome, 
effects of fire, caustic ammonia, drowning, pathology of asthma 
and plague pneumonia are a few suggestions for the authors 
when another edition is contemplated. Also, a chapter on 
sanitarium management of tuberculosis with its dietary and 
rest regimens, rehabilitation and the like would contribute a 
great deal. 

It may be safely predicted that this work will survive the 
minor errors and omissions, most of which are excusable and 
trivial, and take its place among the great works of medicine. 
It is a monumental contribution to medicine in general and to 
chest medicine in particular. 

The illustrations are generally good; bibliographies are gen- 
erally complete (only a few are inadequate or lacking); the 
indexing is satisfactory, and the paper, printing, binding and 
type approach the ideal in the publisher's art. 


Progress in Allergy, Volume I!. Edited by Paul Kallés. Contributors: 
Harold A. Abramson and others. Cloth. Price, $7.50. Pp. 356, with 56 
illustrations. S. Karger, Holbeinstrasse 22, Basel; Agent for the Western 
Hemisphere, Interscience Publishers, Inc., 215 4th Ave., New York 3, 1949. 

Volume II of this series has thirteen chapters in English and 
three in German. The various subjects are covered by indepen- 
dent contributors on miscellaneous subjects in the field of allergy. 
The three chapters in German consist of the introduction by 
the editor, Dr. Paul Kallos of Sweden, the chapter on “Pharma- 
cology of the Antihistamines” (R. Meier and K. Bucher of 
Switzerland) and that on “Clinical Application of Histamine 
Antagonists” (Paul Kallos and Liselotte Kallos-Deffner of 
Sweden). These three chapters cover their subjects adequately. 

The essays in English are less uniform in quality. The pro- 
gress in immunochemistry is especially well presented in forty 
pages by E. A. Kabat. The following clinical chapters are 
good or adequate: Aerosol Therapy, by H. A. Abramson; 
Allergy in Diseases of the Skin, by H. Haxthausen (Denmark) ; 
Allergy in the Middle Ear, by H. Koch (Sweden); Allergy to 
Human Dander in Infantile Eczema, by F. Simon, and Allergic 
Diseases in Animals, by F. Wittich. The other six chapters 
cover subject matter in which little progress has been made or 
are in quality far inferior to the rest of this book. Representa- 
tive of this is F. K. Hansel’s five page chapter on Small Dosage 
Dust and Pollen Therapy. 

The essay on “Allergy of the Nervous System with Especial 
Reference to Migraine,” by Foster Kennedy, typifies good clini- 
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cal material presented with an uncritical or biased point of view. 
It is interestingly and informally written around a series of 
neurologic case reports from the author's own practice. How- 
ever, Kennedy's acknowledgement of the importance of psy- 
chologic influences in migraine is limited to two brief statements. 
There is a four line derisive statement with respect to a freudian 
explanation introduced by the disarming, though revealing, 
comment, “I can never remember psychoanalytical explanations.” 
The more general subject of the influence of psychosomatic 
factors on allergy is disposed of with equal brevity and lightness. 
In a few deft lines the author comments on a patient whose 
symptoms of severe urticaria and edema were influenced by 
fear. Such entertaining flippancy in the consideration of the 
psychologic aspects of this poorly understood disorder is today 
hardly becoming to an earnest writer on clinical medicine. It 
bespeaks hostility that has effectively blinded him to past or 
current advance in a field which is considered important by 
many serious clinicians. 

This book is written primarily for the physician who is trained 
in allergy. For the critical reader who is able to separate the 
wheat from the chaff it is a good book which contains a sum- 
mary of most of the advances in allergy during the past ten 
years. 

Estudos cirdrgicos. 5." série. Por Eurico Branco Ribeiro, diretor do 
Sanatério Sio Lucas, Sao Paulo, Brasil. Cloth. Pp. 223, with ilustra- 
tions. Sanatério Sao Lucas, Caixa Postal 1574, Sio Paulo, Brasil, 1949. 

This volume is the fifth of its kind published by the author. 
It is a retrospective review of a series of 10,000 surgical 
operations carried on by the author in a period of sixteen years, 
from 1926 to 1942, in Sio Paulo. The first chapter is a statis- 
tical study of the 10,000 operations. The twenty-eight chapters 
that follow deal with the possibilities of the arterial route in 
the administration of sulfanilamide and penicillin, treatment of 
burns, by means of aluminum paste, surgery of cutaneous 
horns, epidermoid cyst of the phalanx, surgery of caseosis of 
nerves in leprosy, Hodgkin's disease with obstruction of the 
small intestine, traumatic section of the phrenic nerve and 
fracture of first rib, maneuver for gastric clapotage, technic for 
identifying jejunal loop in gastric surgery, prepyloric gastric 
stenosis, general rules and diet after operations on the stomach, 
technic of right rectus gridiron incision (question of priority), 
reconstitution of the gallbladder, biliary ileus, incisions in 
appendectomy, penicillin in perforated appendicitis, surgical 
aspects of inflammatory tumors of the right iliac fossa, chronic 
peritonitis encapsulans, technic for sterilization in women, tor- 
sion of spermatic cord in ectopic testicle and other subjects. The 
chapters in this book are based on the author's large surgical 
experience. They are either reports to medical and surgical 
societies or original articles which have been published in South 
American and Latin American medical and surgical journals. 
The index includes the material contained in the five volumes 
which form the complete collection of the author's surgical 
essays, published from 1935 to 1949. The book is well pre- 
sented, and the illustrations are clear. The book is of value 
as a contribution to modern medicine and surgery. 


Food and Facts for the Diabetic. By Joseph H. Barach, M.D., F.A.C.P., 
Associate Professor of Medicine, School of Medicine, University of Pitts- 
burgh, Pa. Cloth. Price, $4. Pp. 113, with 16 illustrations. Oxford 
University Press, 114 5th Ave., New York 11, 1949. 

Dr. Barach has prepared this manual for the use of the 
diabetic patient as a companion to his medical textbook, recently 
presented by the same publishers. 

The patient’s manual is a sensible, simply written, practical 
guide for the patient with diabetes who knows little about the 
disease. Clear and direct explanations are given regarding the 
clinical and physiologic facts of diabetes mellitus, nutritional 
and hygienic rules, diagnostic criteria, types of insulin and their 
use in treatment and diabetic complications. Special rules and 
instructions for children are included. 

The style is deliberately simple, and technical descriptions 
are simplified by illustration. Persons with average intelligence 
would be well informed about the disease and its theoretical 
and practical features if they would read the material presented. 

A great variety of quantitative diets for every conceivable 
purpose is appended to the instruction manual. These comprise 
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about two thirds of the page volume of the book. The book 
is a welcome newcomer to the list of primers for diabetic 
patients. It is modern, practical, complete and, therefore, most 
useful. 


Flight from Reality. By Norman Taylor. Cloth. Price, $3.50. 
al Duell, Sloan and Pearce, Inc., 270 Madison Ave., New York 16, 

This volume is described on the dust jacket as “the marvelous 
history of hashish, marihuana, opium and opiates, peyote, the 
coca leaf, alcohol, tobacco, coffee and other drugs and stimu- 
lants.” But this description omits reference to the author’s 
philosophy and comments concerning the use and abuse of these 
plant products, an important and interesting part of the volume. 
In the author’s words, “Men have always sought for some 
flight from reality and always will. Next to the instinct of 
survival it has dominated more people than any religion. . . 
As a valid history or even as the mere story of the origin and 
use of these plant products, we can have little concern except 
pity, for those addicted to excessive indulgence. They are a 
medical problem, perhaps better confined to psychiatry. . . . 
It is self evident that no law is needed to protect the millions of 
the moderate who use such things, and equally obvious that no 
law will keep the weak from disaster.” It will perhaps be some 
academic comfort to those who have been convicted of possessing 
marihuana that the author agrees with the view that the mod- 
erate use of kemp lies outside morals in spite of the moralists 
and that the smoking of the leaves, flowers and seeds of this 
plant is no more harmful than the smoking of tobacco, mullein 
or sumac leaves. 

To say that Norman Taylor is the author of a number of 
volumes on botanic subjects might give the impression that this 
is a dull technical work. Far from it. He knows his subject 
and knows how to write an interesting story. 


A Manual of the Penicillia. By Kenneth B. Raper and Charles Thom. 
With the Technical Assistance and Illustrations by Dorothy I. Fennel. 
This Manual was Prepared under the Joint Sponsorship and Support 
of the National Science Fund, through a Grant from the George F. 
Baker Charitable Trust Fund, and the Northern Regional Research Lab- 
oratory, Bureau of Agricultural and Industrial Chemistry, U. S. Depart- 
ment of Agriculture. Cloth. Price, $12. Pp. 875, with 172 illustrations, 
Williams & Wilkins Company, Mt. Royal & Guilford Aves., Baltimore 2, 
1949. 

This manual was designed to facilitate identification of peni- 
cillia and to present a summary of data regarding the physi- 
ology, biochemistry, pathogenicity and other characteristics of 
individual species and groups. The authors only recognize 
137 species of Penicillium, of more than 700 which have been 
described, on the premises that species selected for recognition 
should be presented in tangible, specific and reproducible terms 
and that the number of species was too large and should be 
reduced. 

The major portion of the manual is devoted to the morphologic 
and cultural characteristics of the various species of penicillia, 
supplemented with many excellent photographs, drawings and 
color plates. A topical bibliography, which covers the principal 
activities and applications of the penicillia to agricultural, indus- 
trial and academic pursuits, is included in addition to the excel- 
lent general bibliography. 

The manual was prepared under joint sponsorship and support 
of the National Science Fund and the Northern Regional 
Research Laboratory, Bureau of Agricultural and Industrial 
Chemistry, United States Department of Agriculture. The 
authors are internationally recognized mycologists and are to be 
congratulated on this clear and concise presentation of the data 
available. 

Lehrbuch der Gynidkologie. Von Prof. Dr. med. Heinrich Martius, 
Direktor der Universitits-Frauenklinik Géttingen. Second edition. 
Cloth. Pp. 418, with 445 illustrations by Kathe Droysen. Georg Thieme, 
Diemershaldenstrasse 47, Stuttgart-O, 1949. 

The first edition of this book appeared in 1946, and the second 
edition was prepared two years later. This is a good indication 
of the book’s popularity. There is ample justification for this, 
because Martius is one of the foremost German gynecologists 


and obstetricians. He has also written a two volume book . 


dealing with normal and pathologic obstetrics and another book 
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dealing with obstetric operations. The latter now appears in 
its sixth edition. 

This book has ten chapters, eight of which are devoted to 
conventional gynecologic subjects. The ninth chapter deals with 
gynecologic urology, and the last chapter takes up gynecologic 
orthopedics. 

The book is well written in simple language. In addition to 
data found in most of the leading textbooks dealing with gyne- 
cology, the author continually adds helpful suggestions and 
hints which are based on his extensive experience as a practicing 
gynecologist and as a teacher. The advice given is in accord 
with that recommended by leading gynecologists in all countries. 
Many of the illustrations are in color. Nearly all are clear and 
instructive. The drawings are the work of Kathe Droysen, a 
skilful medical artist. 

The paper is sturdy and the illustrations have been well 
reproduced, but the type used is too small. A large part of 
the book is printed in very small type, which makes it difficult 
to read for any length of time. The book contains so much 
useful information based on the author’s vast experience in 
gynecology that it will undoubtedly increase in popularity among 
German-speaking students and practitioners. 


Phenol and Its Derivatives: The Relation Between Their Chemical 
Constitution and Their Effect on the Organism. By W. F. von Oecttingen. 
From the Laboratory of Physical Biology, Experimental Biology and 
Medicine Institute, the National Institutes of Health, Federal Security 
Agency, United States Public Health Service, National Institutes of 
Health Bulletin No. 190. Paper. Price, 70 cents. Pp. 408, with 9 illus- 
trations. Supt. of Doc., Government Printing Office, Washington 25, 
D.C., 1919. 

This monograph represents an excellent compilation of the 
literature on phenol and its many derivatives. The chemical 
and physical properties, antiseptic action and toxicology of nine 
types of phenolic compounds are discussed. This information 
is supplemented with data on experimental studies of physiologic 
action of these compounds in animals, chemical research in 
synthesizing new derivatives and the effect of the substitution 
of various chemical groups on the properties of the original 
substance. Also included are chemical configurations, tables and 
figures trom the cited literature and an excellent bibliography. 

Phenol was recognized as an antibacterial agent soon after its 
discovery and was utilized by Lister in 1867 in his system of 
antiseptic surgery. The parent substance and its derivatives are 
important in many industrial processes as starting material for 
products such as dyes, plastics, antiseptics and therapeutic agents. 
The monograph should prove of value, particularly to bacteri- 
ologists, chemical analysts and pharmacologists. 


Studies from the Rockefeller Institute for Medical Research. Reprints. 
Volume 138. Paper. Price, $2. Pp. 589, with illustrations. Rockefeller 
— for Medical Research, 66th St. and York Ave., New York 21, 
_ This volume represents a collection of reprints of scientific 
investigations conducted at the Rockefeller Institute, or else- 
where under its grants, during the latter part of 1948 and the 
early part of 1949. The results of the investigations are origi- 
nally reported in a variety of journals and publications and are 
subsequently assembled in serial form at irregular intervals by 
the Rockefeller Institute. Investigations in physical chemistry, 
pathology and bacteriology, physiology, immunology, biochem- 
istry and animal and plant pathology, included in the present 
volume, reflect the scope of research financed by the institute. 


The Neurosis of Man: An Introduction to a Science of Human 
Behaviour. By Trigant Burrow, M.D., Ph.D., Scientific Director, the 
Foundation, Westport, Conn. Cloth. Price, $7.50. Pp. 428, with 
26 illustrations. Harcourt, Brace & Company, 383 Madison Ave., New 
bane 17; George Routledge & Kegan Paul, Ltd., Broadway House, 68-74 
arter Lane, London, E.C.4, 1949. 
The author has written extensively on the subject of “phylo- 
analysis,” employing a vocabulary which is difficult to compre- 
‘even with a glossary. On page 19 a letter is quoted from 
a friend of one of Burrow’s students: “It is not only that I 
find them (Burrow’s writings) hard to read because of the 
unfamiliar vocabulary and locutions—I experience a positive 
ering of opposition every time I read his work.” Among psy- 
chiatrists and psychologists outside the circle of Burrow’s 
Students who understand his work, few have been found who 
even read his writings. These writings seem to stimulate 
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intense emotional resistance, suggesting that either the rejecting 
readers are naive and the author is a genius or that the author 
is in a world of fantasy and his readers are realistically skeptic. 


On the Influence of Oestrogenic Hormones on the Male Accessory 
Genital System with Special Reference to the Prostate and the Aetiology 
of the Benign Senile “Hypertrophy” of the Human Prostate. By Jens 
Vilhelm Thorborg. Translated from Danish by Edith Sgrensen. Denne 
afhandling er af det legevidenskabelige Fakultet antaget til offentligt 
at forsvares for den medicinske Doktorgrad, Kgbenhavn, 1948. Paper. 
Pp. 214, with 42 illustrations. Einar Munksgaard, Ngrregade 6, Copen- 
hagen, K, 1948. 

This is a doctoral thesis concerned with the histology and 

the embryology of the prostatic glands and the cellular response 
of these structures to castration and to the administration of 
large amounts of an estrogenic substance, estradiol benzoate. 
These topics are considered systematically in the rabbit, mouse, 
rat, guinea pig, hamster, boar, cat, ferret and monkey. The 
study has been carefully done, and, while nothing significant 
was discovered, it is convenient to have this comparative study 
assembled in one volume. The work suffers by the failure of 
the author to use modern histochemical technics. 
* The author concludes with a discussion of the etiology of 
benign prostatic hypertrophy of senility and postulates that 
estrogens have an essential etiologic implication. This view, 
however, is denied by most of the contemporary students of 
the prostatic gland, and the evidence assembled here by the 
author is not convincing. 


Prognose und Therapie der Geisteskrankheiten. Von Dr. Max Miiller, 
a.o. Professor der Psychiatrie an der Universitat Bern. Second edition. 
Half-cloth. Price, $4.25. Pp. 209. [Grune & Stratton, 381 4th Ave., 
New York 16]; Georg Thieme, Diemershaldenstrasse 47, Stuttgart-0O, 
1949. 

The author, a Swiss psychiatrist, has been concerned with 
problems of treatment for many years. He was one of the 
first to experiment with continuous sleep treatment for psychotic 
persons. In this second edition of his textbook on therapy, he 
includes the latest physical methods of shock, lobotomy, fever 
therapy and the like. Only a few pages are devoted to psycho- 
therapy. The author’s point of view is largely nondynamic, 
and his outlook on psychiatric therapy is mechanical. 


Nierenfunktionsproben und ihre praktische Bedeutung bei hama- 
togenen Nierenkrankheiten. Von Dr. Vinzenz Lachnit, Assistant der 
Il. medizinischen Universitits-Klinik, Wein. Band II, Wiener Beitrige 
zur inneren Medizin, herausgegeben von Dr. Hanns Fleischhacker. 
Paper. 54 schillings; $5.40. Pp. 208, with 13 illustrations. Wilhelm 
Maudrich, Spitalgasse 1B, Wien IX/2, 1949. 

The purpose of this book is to describe for the general prac- 
titioner the elements of renal functional testing and its signifi- 
cance in nephritis. This constitutes half the book. The remainder 
is devoted to a description of glomerulonephritis, focal nephritis, 
nephrosis and nephrosclerosis. Lachnit presents a readable out- 
line of present methods of renal examination without the prac- 
tical details. Clearance methods, currently so popular in this 
country, receive the least penetrating treatment. The clinical 
descriptions of the various nephritides is sound, the theory weak 
and therapy sketchy. On the whole, the book can be useful for 
those who need quick orientation in the field and will pass in 
their reading to a more profound analysis of the problem. 


Photoelectric Methods in Clinical Biochemistry. By G. E. Delory, 
M.Sc., Ph.D., Assistant Professor of Biochemistry, University of Mani- 
toba, Winnipeg, Canada. With a Foreword by Professor E. J, King, 
M.A., Ph.D., D.Sc. Cloth. 15s. Pp. 90, with 21 illustrations. Hilger 
& Watts, Ltd., Hilger Division, 98 St. Pancras Way, Camden Road, 
London, N.W. 1, 1949. 

This booklet is an instruction manual on the use of two filter 
photometers manufactured by Hilger and Watts, Ltd., London. 
The presentation is divided into three sections: a brief dis- 
cussion of the theory of quantitative analysis by colorimetric 
methods ; detailed instructions on the manipulation of the instru- 
ments, and brief summaries of a few important biochemical 
analyses. 

On the dust jacket, this book is described as “A manual of 
colorimetric methods of analysis specially adapted to the exam- 
ination of body fluids with photoelectric instruments (absorption- 
meters).” From this point of view the book is woefully incom- 
plete. Its principal value is to those who use one of the Hilger 
colorimeters. 
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Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AuTuoRiIties, THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED, EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BLT THESE WILL BE OMITTED ON REQUEST. 


PENICILLIN STORED IN A PARKED CAR 
To the Editor: | would like to know whether procaine penicillin in oil loses 
its potency when carried in a physician’s bag stored in an automobile. 
The temperature in a parked cor frequently reaches 120 to 140 F. 
Hons A. Reichel, M.D., Champaign, Ill. 


Answer.—Crystalline procaine penicillin G is the salt incor- 
porated in oil suspensions. Federal law states that any salt of 
crystalline penicillin G, prior to certification, shall not show a 
loss of more than 10 per cent of its original potency when stored 
in an unstoppered container and subjected to a temperature 
of 212 F. (100 C.) for four days in an electric oven. Contamina-> 
tion of the contents of a vial of crystalline penicillin G in oil 
resulting in dilution, oxidation or bacterial growth may cause 
a loss in potency. 


BROWNISH PRECIPITATE IN STERILIZER 
To the Editor: —Whet con | do to prevent the appearance of a brownish pre- 
cipitate in my sterilizer, which appears in syringes and on instruments? 
What method can be used to dry sterilized syringes in the office? 
M.D., New York. 


Axswer.—The precipitate is probably caused by minerals in 
the tap water and rust from instruments. Frequent and thorough 
cleansing of the sterilizer chamber, initially with an acid solution 
if mineral deposits are present, and utilization of fresh, “soft” or 
distilled water will reduce the formation of the precipitate. 
Instruments which rust should be removed from the water. 
Trisodium phosphate (1 per cent) or sodium nitrate (0.5 per 
cent) may be employed with some effect in preventing rust. 
Syringes and needles dried with acetone can be used for intra- 
venous injections, provided they are sterile. 


CANCER OF THE BREAST 
To the Editor:—Kindly tell me whether carcinoma of the breast occurs 
more often in the left breast than in the right one, and give the proper 
dose of testosterone use after amputation of the breast. 
Thomas Goerste, M.D., Curacao, Netherlands West Indies. 


Answer.—There is no evidence at present that carcinoma of 
the breast is more common on the left than on the right side. 
The routine use of testosterone following breast amputation 
because of a malignant condition is not an accepted practice, 
because testosterone propionate has not proved to be of benefit 
in preventing recurrence. It has been used for treatment of 
recurrent and metastatic lesions, the dosage for which varies 
but should be adequate to produce symptoms of masculinization. 


FOLIC ACID NOT INDICATED IN AMEBIC DYSENTERY 
To the Editor:—Have you any information on the treatment of amebic dysen- 
tery with folic acid? Jeon F. Rogier, M.D., Washington, D. C. 


Answer.—Reierences to the use of folic acid in amebic dysen- 
tery could not be found in medical writings. The pharmacologic 
actions of folic acid do not suggest that it would have any action 
against amebas. In chronic amebic dysentery, a nutritional 
anemia may be observed, but usually this responds promptly to 
proper treatment of the amebiasis and supplemental iron medi- 
cation. The type of anemia occasionally associated with amebic 
dysentery is usually not the type for whicu folic acid is indicated. 


RORSCHACH TEST AND COLOR BLINDNESS 
To the Editor:—\ would like references to the literature dealing with the 
influence of color blindness on the response in the Rorschach test. 
Wladimir G. Eleasberg, M.D., New York. 


Answer.—Only one study on the Rorschach test and color 
blindness seems to have been published. This was by Brosin 
and Fromm (Rorschach and Color Blindness, Rorschach Res. 
Exch. 4: 39-70, 1940). 


MINOR NOTES j; AM A 
an. 21, 1959 


HYDROGEN SULFIDE INTOXICATION 


Ardow Ameduri, M.D., Utica, N. Y, 


Answer.—Hydrogen sulfide results from the reaction oj 
metallic sulfides with acid and from the decomposition of 
organic material containing sulfur. It is the main constituent 
of sewer gas and is found in other gases of organic origin, 

Hydrogen sulfide acts as a local irritant, partly through its 
acidity and partly by forming sodium sulfide on contact with 
moist tissue. It is rapidly absorbed by the lungs and penetrates 
the alveoli before it is bound, causing pulmonary edema which 
may be followed by pneumonia. Absorption also takes place 
in the bowel. (The pronounced systemic symptoms produced 
are referable to the central nervous system.) In mild systemic 
poisoning, acute or chronic, there is irritation of the eves and 
respiratory membrane, headache, vertigo, muscular weakness 
and cramplike pains. More severe poisoning causes brady- 
cardia, salivation, cold perspiration, respiratory stimulation and 
convulsions, followed by unconsciousness, depression of the 
respiratory centers, asphyxial convulsions and death. 

A concentration of 1 part of the gas to 20,000 parts of air 
produces toxic symptoms; a 1: 1,000 concentration results in 
rapid loss of consciousness and, after an hour or more, death: 
and a concentration of 1:200 produces almost immediate 
death from respiratory paralysis. New Jersey and Massachusetts 
have set 20 parts per million as a safe working concentration. 
Repeated prolonged exposure to dilute concentrations of hydro- 
gen sulfide produces local irritation of the eyes and respiratory 
tract, rhinitis, bronchitis, severe conjunctivitis with photophobia 
and corneal opacity, stomatitis, pharyngitis, digestive disturb- 
ances, headache, lassitude and skin eruptions. The characteristic 
odor of the gas is that of decomposing eggs, but it is about as 
strong with nearly harmless concentrations as with those that 
would be immediately fatal. Hydrogen sulfide is detected in the 
air by blackening of lead acetate paper to form lead sulfide. 
Hydrogen sulfide intoxication can be determined by the odor of 
sulfide on the breath and chemical identification of sulfide in the 
tissues and urine. 
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INDICATIONS FOR TUBAL LIGATION 


To the Editor:—Please send me a list of the indications for ligation of tubes. 
It has been the custom at the hospital with which | am associated to 


Answer.—There are wide variations of opinion on this sub- 
ject. One does well to inquire into the legal aspects of the 
subject in his local community. 

Tubal ligation is rarely indicated as a primary operation. 
This opinion is based on practical reasons and not on moral 
or religious grounds. The operation involves the peritoneal 
cavity regardless of the approach, vaginal or abdominal, and 
this means it is a major procedure with inherent risks. In the 
majority of instances, contraceptive methods available will, if 
used, prevent pregnancies in women in whom pregnancy 
is contraindicated. In the few cases in which use of contra 
ception fails, therapeutic abortion can be done with less ™ 
than tubal ligation. In all cases where indicated, sterilization 
of the male partner can be done simply and with negligible risk. 

One of the few indications is in repeat cesarian section 
one feels that the scar will not tolerate another pregnamcy- 
Sometimes in these cases other pathologic conditions 
might lead one to do a cesarian hysterectomy instead of tubal 
igation. 
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Are there any laboratory tests that will reveal intoxication due to hydrogen 
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After a woman has had several children and if relaxations 
are present which of themselves would suggest operation, then 

inal hysterectomy or tubal ligation can be done at the time 
of plastic surgical treatment. In fact, if plastic operations are 
indicated in the first place, then certainly some form of steriliza- 
tion should be done to prevent recurrence of the lesion. 

When patients in whom abdominal hysterotomy is necessary 
are seen too late in pregnancy for abortion by the vaginal route, 
then tubal ligation can be done at the same time. One should 
also remember that cesarean section is never indicated in order 
that sterilization be done. ; 

The whole subject of sterilization in cases of mental disease 
js controversial, and each case must be decided on its merit. 

Frequently one sees patients in the low income group whose 
intelligence is not -of the highest and whose husbands are 
completely uncooperative as far as contraceptive methods are 
concerned, in which case it has been recommended that post- 

m sterilization be done. This can be done with local 
anesthesia with slight risk, but nevertheless there is a risk. 
One must consider these cases individually. It is advisable 
that three doctors, in addition to husband and wife, should give 
written permission for any of these procedures. 


EXPOSURE TO LEAD VAPOR 
To the Editor:—A man aged 32 was exposed several months ago to lead 
vopors emitted by “bubbling lead” having a surface abou 
inches (about 7 sq. M.); exposure time was ten 
indoors without special ventilation, such as a fume . 
place about two months ago; the total time of exposure, ten hours, is 
made up of three single exposures of three hours 
week apart. The main complaints are tiredness, unproductive cough 
loss of weight, despite good appetite, of about 8 per cent of the 
weight of some 170 pounds (77 Kg.). Sputum and gastric contents 
not examined. The result of a complete blood cell count were normal; 
no stippling was seen. Examinations of body fluids for lead were not 
done. Could the exposure as described possibly cause damage? 
R. J. Kent, M.D., Savannah, N. Y. 


Answer—It is assumed for the operation described that 
nitrogen or other inert gas, or air, was bubbled through molten 
lead. Unagitated molten lead just above its melting point emits 
relatively little lead vapor. “Bubbling” of lead greatly increases 
the emission of lead. This increases with the degree of agitation 
and with increases in temperature above the melting point. In 
the absence of protection this operation as assumed constitutes 
a prime opportunity for lead exposure. However, it does not 
follow that the clinical situation described clearly indicates lead 
poisoning. A carefully made quantitative urinalysis for lead is 
necessary. The average clinical laboratory is not competent 
to make this determination. Any lead content in urine above 
0.1 mg. per liter of urine makes lead poisoning suspect. Since 
the possible exposure took place “several months ago,” the 

e of increased level of lead in urine at the present time 
does not rule out the possibility of an earlier lead episode. It 
may be important to ascertain that other workers are not 
exposed in the same manner. 


FRIEDREICH’S ATAXIA 
:—I have a 15 year old white male patient with pes cavus, 
of reflexes in the lower limbs, nystagmus and intentional 
is is in my opinion Friedreich’s ataxia. Please advise as to 
treatment and management of this case. 


J. H. Barnebee Jr., M.D., Crowell, Texas. 


ANswer.—The symptoms presented by this patient are charac- 
teristic of hereditary spinal ataxia of Friedreich's disease. The 
cause is unknown and treatment is unsatisfactory. No specific 
therapy has as yet been devised to stop the progress of this 
intrinsic degeneration of the posterior columns and pyramidal 
tracts of the spinal cord, associated with changes in the cere- 

lar tracts and sometimes in the cerebellum itself. Much can 

¢ done, however, to improve the patient’s condition with a 

vitamin diet, supplemental vitamins and general supportive 
Measures. The exact nature of the response is not clear, but it 
's assumed that one of the vitamins or a constituent of the 
vitamin B complex may retard the progress of the disease or 
assist in building up the patient’s condition, so that he is able 
to compensate for his symptoms or, possibly, overcome the toxic 
effects of the disease. Other supportive measures consist of 
physical therapy, largely on the basis of reeducation to overcome 

ataxia and tremors. Occasionally there is need for ortho- 
Pedic support of the pes cavus or the scoliosis. Underwater 
“xercises are of some value. As the disease has a strong 
hereditary tendency, marriage is not advised. 
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PROGRESSIVE PULMONARY FIBROSIS 


fibrosis of the lung was made, of unknown cause. The patient was treated, 


by aerosol, by injection and orally, with penicillin and streptomycin, to 
which she did not respond. Change of climate was also tried to no 
avail. Two sputum cultures were positive for tubercle bacilli, but this 


S. M. Abbey; M.D., Bronx, N. Y. 


ANswer.—A Mantoux test should be done. If the reaction 
is strongly positive, then one must proceed to prove or disprove 
the diagnosis of pulmonary tuberculosis. In view of obvious 
progression of the “fibrosis,” one would most certainly find 
tubercle bacilli by direct smear or culture of sputum or stomach 
washings if there is a tuberculous process. If tuberculosis is 
ruled out, this patient probably has sarcoidosis. A diagnosis 
of sarcoidosis can be made with a carefully taken history, by 
physical examination and by exclusion of other diseases of the 
chest. Biopsy of a lymph node (cervical, inguinal) or of a skin 
lesion, if present, may confirm the diagnosis of sarcoidosis. 
Roentgenographic examination of the hands and feet may reveal 
lesions characteristic of the disease. 

Other more remote possibilities must be considered. Coccidi- 
oidomycosis, if present, will give a positive reaction to a coc- 
cidioidin skin test. Endolymphatic carcinomatosis may present a 
similar picture, which may be diagnosed by bronchoscopic exam- 
ination, lymph node biopsy and a Papanicolaou stain of bronchial 
aspirations. Chronic bacterial pneumonitis (staphylococcic, strep- 
tococcic) may also lead to chronic fibrosis, but this condition 
should have responded to the penicillin therapy, provided large 
enough doses were given (up to 1,000,000 units daily). Pneu- 
moconiosis is not likely but must be ruled out by careful history 
taking with special reference to environmental factors. 

Treatment depends on the final diagnosis. If the patient has 
tuberculosis, it must be of a chronic fibroid type. Streptomycin 
has been given and will probably be of no further aid, but a 
culture for streptomycin sensitivity is at least indicated. If the 
disease is essentially unilateral, i.e., no active disease on one 
side and definitely an adequate lung on that side, then some 
form of collapse therapy may be of benefit. However, careful 
evaluation is necessary before planning the definitive treatment. 
Bed rest is the common denominator of all forms of treat- 
ment and must not be neglected. If the patient has a non- 
tuberculous condition, then treatment at this late stage can be 
only supportive, helping to avoid secondary infection. 


BIOPSY OF PLEURA 
To the Editor:—Please advise whether a biopsy of the parietal pleura will 


of tuberculous pleurisy by such pro- 
Edward K. Disney, M.D., Outwood, Ky. 


Answer.—The three questions will be taken up in order: 
(1) Only in certain specific diseases, as malignant condi- 
tions and tuberculosis, can a diagnosis be made on the basis 
of a biopsy of the pleura. Even in the latter, the observations 
are not always pathognomonic. In certain rare cases, all that 
can be said is that there is a chronic or acute inflammation. 
(2) Yes, after cultures and animal inoculations have turned out 
to be negative for tubercle bacilli and where clinical evidence still 
points to a possible tuberculous infection. (3) Caseation, mono- 
cytic cell invasion, fibroblasts, tubercle formation with Langhans 
giant cells on pathologic study and the presence of tubercle 
bacilli in the material as demonstrated by culture and animal 
inoculation. 


DENDRITIC KERATITIS 
To the Editor:—Can a foreign body on the cornea of the eye be the cause of 
dendritic keratitis? L. H. Gale, M.D., Erie, Pa. 


ANsSWER.—A corneal foreign body is an infrequent but definite 
cause of dendritic keratitis. Gunderson (Herpes Corneae, Arch. 
Ophth. 15: 225 [Feb.] 1936) studied 221 cases of dendritic kera- 
titis. He found that it occurred most frequently in adult men, 
particularly after infections of the upper part of the respiratory 
tract. In this series there was a history of possible injury in 24 
patients, and actual injury was considered probable in 13 
patients. Gunderson concluded that when the disease closely 
followed definite trauma it was probable that trauma was the 
definite cause. 


0 
To the Editor:—A white woman aged 40 has had a persistent cough for four 
years. She was always a resident of New York and gives no family history 
of silicosis. She was examined several physicians, and a diagnosis of 
was not confirmed later by other tests. In the past year she has become 
worse. The fibrosis of the lung has spread, and left sided heart failure 
has developed. 1 would appreciate suggestions as to therapy. 
| 
determine the cause of pleurisy. In suspected tuberculous pleurisy when 
all observations are normal, is one justified in doing the biopsy? What 
findings would be pathognomonic 
cedure? 
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POSTERIOR PITUITARY INJECTION PRIOR TO HYSTERECTOMY 

To the Editor:—Please comment on any.contraindications to the use of 
posterior pituitary injection in the myometrium of the nongravid uterus 
immediately prior to hysterectomy. ! should like to know whether or not 
there is danger in “squeezing out’ cancer cells and what systemic effects 
on circulation and respiration might follow such use of posterior pituitary 
injection. B. K. Zaring, M.D., Columbus, Ind. 


Answer.—Some gynecologists do use posterior pituitary 
injection in the uterine wall at the beginning of a hysterectomy 
in an effort to reduce the bleeding. It has been argued that 
any stimulation of the uterus might spread bacteria as well as 
cancer cells into the blood stream. Other gynecologists claim 
that the nongravid uterus is not readily affected by oxytocic 
agents. An occasional patient will have a reaction to the drug, 
and there is also the danger of intravenous injection and its 
inherent danger because of dosage. Shocks or reactions from 
posterior pituitary injection, of course, can be serious, and 
very probably this is a more serious contraindication than the 
danger of the spread of organisms or malignant cells. Some 
of the proponents claim that in their experience, and with large 
numbers of patients, complications from the use of posterior 
injection have not occurred. Yet, others of equal stature, because 
of their experience, object to this practice as a routine procedure. 
In general a competent gynecologist does not need to rely on 
posterior pituitary injection in the myometrium to obtain good 
results in his hysterectomy, and thus the value from this pro- 
cedure falls into a minor, if not unnecessary, position. 


HEADACHE FOLLOWING SPINAL ANESTHESIA 
To the Editor:—A patient recently had a hemorrhoid operation. Spinal 
anesthesia was used. A headache has persisted ever since—now one month. 
Can you suggest treatment? M.D., Ohio. 


Answer.—During “spinal headache” it is important to assure 
the patient that it will not be permanent, although one cannot 
predict how long it will last. In cases in which headache has 
become persistent and has lasted for many months or as long as 
a year or two, usually some unrecognized factor is involved. 
In one instance the headache was cured when the man got a 
new wife. In another instance a woman's headache was cured 
by the physician’s cancelling her bill. 

Some have advocated drawing off a considerable quantity of 
spinal fluid and others a small quantity; some have advocated 
injecting fluid. The use of posterior pituitary injection has been 
suggested. However, in the first days of the headache about as 
satisfactory as anything is the patient’s sleeping with the head 
of the bed elevated just enough so that his headache is not 
persistent. The elevation should be increased gradually until 
the patient can sit up without headache. This might be tried 
to advantage even in the cases of chronic headache or headaches 
which have lasted as long as a month. Otherwise, some drugs, 
such as acetylsalicylic acid, may be given so that the patient 
may tolerate the upright position, and in a relatively short 
period there should be a gradual reduction in headache. 


NUPERCAINE® TOXICITY 


To the Editor:—Please discuss the toxicity of dibucaine hydrochloride (nuper- 
caine®). What are the symptoms of acute poisoning from 

Is there an antidote? What are the symptoms of chronic poisoning as in 
daily applications of the ointment to mucocutaneous junctions and resultant 
absorbtion when it is used excessively over a period of many months? Is 
there a less toxic agent available with similar prolonged local anesthetic 


action? Abraham Vinograd, M.D., Lake Mahopac, N. Y. 


Answer.—Dibucaine hydrochloride is among the most toxic 
of the local anesthetics, being more toxic than either procaine or 
cocaine. However, the absolute toxicity is not as important 
as the relative toxicity. Dibucaine is 3 to 10 times more 
effective than cocaine but only 2 to 5 times as toxic. Clinical 
fatalities from dibucaine have been due to gross overdosage. 
Death has occurred from the injection of 90 mg., but some 
persons have survived doses as high as 750 and 1,500 mg. 

The symptoms of clinical toxicity are the same as for other 
local anesthetics. Usually, fatal doses produce death rapidly. 
There may be anxiety, fainting, pallor, dyspnea, occasionally 
convulsions and arrest of respiration. With less than fatal doses, 
mental confusion, vertigo, motor excitement, rapid pulse and 
respiration are seen, and, depending on the severity of the 
poisoning, there may be shock with pallor and sweating, but 
the temperature may rise. Dilated pupils, nausea, vomiting, 
abdominal pain, anxiety, disturbances of cutaneous sensations, 
delirium and convulsions may also occur. The toxicity of 
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dibucaine has been discussed at length by Keyes and McLellan 
(J. A. M. A. 96:2085 [June 20] 1931). 

When collapse and convulsions occur as a result of local 
anesthetic toxicity, it is important to combat the resultant 
anoxia by means of artificial respiration, maintenance of an 
adequate airway and administration of oxygen. Barbiturates 
may be used intravenously to combat convulsions. Analeptics 
are of no value and may be dangerous. 

No reports of chronic toxicity of dibucaine have been found 
in the literature. However, dermatitis following repeated use 
of an ointment containing dibucaine has been reported (Fanburg, 
S. J.: J. A. M. A. 101: 30 [July 1] 1933). All local anesthetics 
exert their effects by blocking the conductivity of nerve fibers, 
It is conceivable, therefore, that repeated use in the same area 
could lead to permanent and irreversible damage. Dibucaine 
hydrochloride has the most prolonged action of the available 
local anesthetics and hence is usually used where prolonged 
nerve block is desired. Tetracaine hydrochloride U. S. P. has 
moderately prolonged activity and could be tried as a substitute 
for dibucaine hydrochloride. 


BLOOD LEVELS FOLLOWING PENICILLIN 
AND SULFADIAZINE 
To the Editor:—There seems to be data in the literature on blood levels 
obtained after administration of procaine penicillin in oii with alumi- 
num monostearate to infants and children. Can you supply pertinent 
information? Also, | would like a good reference on the subject of blood 
levels and recommended dosage of sulfadiazine and sulfamerazine in 
infants and children. Is a four hour schedule necessary in administra- 
tion of sulfadiazine, and is an eight hour schedule suitable in sufe- 
merazine? Frank A. Stewart, M.D., Newport, R. I. 


ANswer.—From as yet unpublished data it has been deter- 
mined that 8,000 units of procaine penicillin in oil with aluminum 
monostearate, will give levels of 0.04 units of penicillin per cubic 
centimeter of serum at the end of twenty-four hours in infants 
and children weighing 10 to 40 pounds (4,536 to 18,144 Gm). 
Beyond 40 pounds the dosage and blood levels are the same as 
for adults. A good reference on the blood levels and dosage of 
the sulfonamide drugs for children is “Sulfonamide Drugs, A 
Comparison of Blood Levels with Their Administration by 
Different Routes in Children” (Clark, G. H.: Am. J. Dis. Child. 
73: 565-572 [May] 1947). A four hour schedule should be 
maintained for sulfadiazine given orally, and an eight hour 
schedule is suitable for sulfamerazine. 


BLOOD TRANSFUSIONS 

To the Editor:—in a patient with a red cell count of 2,500,000 following 

hemorrhage from miscarriage, should one give blood transfusions or use 
injecti i It has been my belief that the vital organs of 
the body suffer after blood depletion and may undergo 
changes if the depletion is prolonged. i good practice to 
replace blood loss in serious infections, such as purulent peritonitis, when 
a red cell count of 3,000,000 or less exists? M.D., Massachusetts. 


ANswer.—Proper technic of whole blood transfusion practi- 
cally eliminates danger of major reactions (hemolysis). Ifa 
patient with a previously normal or near normal blood cell count 
loses enough blood because of a hemorrhage following mis 
carriage, to cause a rapid reduction of the red cell count to 
2,500,000, whole blood transfusion is indicated as an emergency 
measure. If the hemorrhage does not occur rapidly enough to 

roduce shock, transfusions of whole blood nevertheless are 
indicated to avoid possible complications and to shorten the 
period of hospitalization. Severe anemia definitely complicates 
the course of any serious infection, and, therefore, such patients 
should receive whole blood transfusion. However, in the course 
of some infections hemodilution occurs, which may_ produce 
apparent mild anemia or make an existing slight anemia appeat 
worse. 


CHONDRODYSTROPHY 
To the Editor:—Two children exhibit classic chondrodystrophy. Both ot 
approaching school age, and, in view of the certain painful experience’ 
in store for them, | am curious as to whether colonies or school grouping? 


for such children are in existence. 
Robert W. Powers, M.D., Rome, N. Y. 


ANSWER.—There appear to be no colonies or special schools, 
at least in the eastern part of the United States, that would be 
suitable for the training of achondroplastic children. Psyclx 
gists believe that children possessing physical defects, provide? 
that they are normal mentally, do best when they live im @ 
normal environment and attend school with normal children of 
their own mental age. 


